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HOW ONE SANATORIUM PROVIDES FOR PATIENTS 
OF MODERATE MEANS 


By WILLIAM C.*VOORSANGER, M.D., MEDICAL DIRECTOR, THE OAKS SANITARIUM, Los GATOS, CALIF. 
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HE Oaks Sanitarium of Los Gatos, Calif., 
celebrated its tenth birthday by opening a 
new building for patients of moderate 


means. 


This building has a capacity of eighteen 


patients and was erected at a cost of twenty 
thousand dollars, the funds being donated by 
various individuals. The maximum charge is 
twenty-one dollars per week, inclusive of medi- 
cal attention. 


1913, being at that time a small collection of 
tents. It was organized under the caption “A 
sanatorium for the scientific treatment of tuber- 
culosis at moderate prices.” Its location is 
unique for beauty and climate, being only fifty 
miles from San Francisco, in a section of the 
Santa Cruz mountains, a region probably unex- 
celled in all California for its natural beauty. 
The climate of this particular section is also 








The Oaks Sanatorium was incorporated in famed for the number of its sunshiny days 





Bird’s-eye view of sanitarium showing surrounding mountains. 
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throughout the year. 
The founder of this 
institution was one of 
the organizers of the San 
Francisco Tuberculosis 
Association and has been 
secretary to the associa- 
tion since its inception 
in 1908. He, therefore, 
thoroughly understands 
that tuberculosis is a dis- 
ease primarily of the 
middle class — a rich 


man’s disease foisted 
upon the poor. An at- 
tempt was therefore 


made to run a private 
institution, organized 
for profit, at a moderate 
rate. The war, with its 
staggering prices for 
commodities and its in- 
creased labor charges, caused us practically to 
double our rates. It became impossible to main- 
tain a sanatorium at less than an average rate per 
patient of forty-three dollars per week, and pro- 
vide for operating expense, depreciation, im- 
provements and a living compensation for ail con- 
cerned. The sanatorium, in spite of this, pros- 
pered, and grew into an institution of fifty beds. 
From its founder’s viewpoint, however, it was a 
disappointment. There were many, many pa- 


tx ham 





View showing the unit’s open-air features, particularly upper terrace for heliotherapy. 


tients who could not cope with our prices and 
who still needed sanatorium care. 


Tuberculosis Demands Sanatorium Care 


Let me say, in passing that we are among those 
who firmly believe in the efficacy of sanatorium 
care for all patients afflicted with tuberculosis. 
We voiced these sentiments in detail at the last 
annual meeting of the National Tuberculosis As- 
sociation at Atlanta, Ga. We have always felt, 





View showing profusion of flowers in sanitarium grounds. 
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aside a section of ground 
for a building in which 
patients of moderate 
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Floor plan of new building for patients of moderate means at the Oaks Sanitarium, Los Gatos, Cal. 


however, that to insist on sanatorium care 
while it is out of the reach of a large portion of 
the tuberculosis population was like offering a 
prayer instead of bread to a starving man. 
Therefore it became absolutely necessary to pro- 
vide accommodations for the class who could not 
pay the necessary rates, and who would not go 
or who were not eligible to go to the county or 
state sanatorium. For our purpose, and after 
years of thought on the subject, we placed in this 
class all whose incomes were two hundred dollars 
a month or less, or anyone dependent on a wage 
earner of this income. 

Our first problem, 
therefore, was to find a 
means of taking care of 
those in this class who 
were willing to go to a 
sanatorium for _ treat- 
ment. Our second prob- 
lem was equally impor- 
tant. Fully fifty per cent 
of our patients (and 
other institutions will 
confirm this statement) 
were either compelled to 
leave before they were 
well or to get heavily in 
debt to the sanatorium 
or others. 

In an effort to solve 
these problems, I sug- 
gested to a group of in- 
terested well-wishers the 
following plan: The Oaks 
Sanitarium would set 





| at two hundred dollars a 
month or less) could be 
* treated at a cost of twen- 
’ ty-one dollars a_ week, 


| means (arbitrarily fixed 








bee gel this being the estimated 
annie “ cost in endowed and 
t semi-endowed insti- 


tutions. The money was 
quickly subscribed, sev- 
eral corporations avail- 
ing themselves of a 
chance to subsidize a bed 
for their employees. The 
building was opened Jan- 
PLANS uary 1, 1925, and com- 
pletely occupied two 
weeks later. 

So successful has been this experiment that 
we are now organizing a subsidiary corpora- 
tion, to be called the Oaks Sanitarium Asso- 
ciation, without capital and without profit to 
anyone, whose function it shall be to acquire 
more land and erect more structures for the 
middle-class patient. We do not aim to make 
a profit from patients in this building; in fact 
our agreement with our donors stipulates that 
we charge three dollars a day maximum for 
food and maintenance, medical service being 
gratis. Corporations handling large numbers of 

(Continued on page 8) 
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Close-up view of new building. 
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APPLICATION OF UNIT COSTS TO COST CONTROL 


By W. P. MORRILL, M.D., SUPERINTENDENT, COLUMBIA HOSPITAL FOR WOMEN, WASHINGTON, D. C. 


UCH has been written concerning cost ac- 
counting in hospitals since the epoch mak- 
ing report of the Presbyterian Hospital 

first appeared some fifteen years ago. The period 
since that time has been one of intensive study 
of cost accounting as a science hand in hand with 
efficiency engineering, but hospital literature has 
seemed to profit little thereby except for the re- 
port of the committee on records of the American 
Hospital Association and one more recent article 
in THE MODERN HOSPITAL of similar general 
tenor, not to mention a very exhaustive book on 
institution accounting by William Morse Cole of 
Harvard University. 

Interesting as these articles are, they stop just 
short of the real goal, the application of the data 
they furnish to actual control of costs. Except to 





Chart No. 1. 


the trained accountant, cost figures presented as 
abstract digits only, do not mean much. The ex- 
ecutive gains a fair idea as to the fluctuation in 
various cost items but is often at a loss as to the 
best method of their use in the solution of the 
problem before him and it is the purpose of this 
article to present a method which has been found 
of value in this particular. 

It is an axiom of cost control that every part of 


the organization must be departmentalized, and 
each department have a single definite head. 
There is no objection to the same individual hav- 
ing charge of two or more departments but there 
must never be any question as to who is respon- 
sible for the activities of any given department. 
In the application of methods of cost control to 
hospitals it must first be realized that undue costs 
are far more frequently due to wastage of sup- 
plies, lost motion and lack of proper salvage than 
to unwise buying. For instance one hospital has 
found that it is more economical to buy a certain 
cleaning powder in ten ounce packages than in 
bulk even though the price per pound of the ten 
ounce package is fifteen per cent higher than the 
bulk price when purchased in bulk. Likewise we 
are all familiar with the fact that approximately 
ten per cent of food cost can be saved by a sys- 
tematic garbage inspection. The problem then be- 
comes to present these various costs and their 
fluctuations directly and understandably to the 
individual in charge of the department. 

In hospital accounting the care of one patient 
for one day is accepted as the general cost unit, 
though for special purposes the work of some de- 
partments may be worked out on a special basis, 
such as kitchen costs on a meal basis, laundry on a 
piece basis, operating room on an operation basis. 
But for cost control and comparison it is nec- 
essary to adhere to the patient day basis as that 
is the real “production” unit. In hospitals treat- 
ing pay, part pay and free patients it is, of 
course, necessary to determine cost for each class 
separately but as this phase of the question does 
not materially affect the system it will not be dis- 
cussed in detail. Suffice it to say that by an in- 
tensive study over a limited period of time, for- 
mulae can easily be devised which will permit a 


























IL 


und 
ad. 
av- 
ere 
on- 


sts 


Hipd «© 99 


| 
BGESESESES; $3tsbeees iets: 











July, 1925 











Chart No. 3. 


proper proportioning of the various costs to each 
class of patients. 

As a basis, the Presbyterian Hospital system 
was adopted but with the modification that the 
“department” expenses were divided into house- 
keeping (which includes all matters having to do 
with preparation, laundering and distribution 
of linen as well as all matters pertaining 
to cleaning), kitchen department, and general 
house and property. All subsistence is put under 
kitchen department but in hospitals so fortunate 
as to have a store room it is recommended that 
all purchases go through that department and be 
charged out to individual departments when 
drawn, and that a special account be set up for 
the stores department with a careful distinction 
between the inventory of the department and its 
cost of operation. The assistant superintendent 
is designated as head of the department of profes- 
sional care of patients, the dietitian for the 
kitchen, housekeeper for housekeeping and the 
engineer for general house and property, the su- 
perintendent being responsible for administration 
expenses. This fixes responsibility for all items. 
In the particular hospital under consideration, 
which was undergoing rather radical reorganiza- 
tion as it was not possible to provide a central 
store room, all items were charged directly to de- 
partment for which purchased on the voucher 
register, which had several subdivisions under 
each department, thirty-two in all. 

Interference with department heads was kept 
at a minimum except in those cases which may 
be termed “border line” in which some pains were 
taken to impress each department head as to their 
relation to other departments. It was, however, 
impressed on each department that the good of 
the patient was paramount and increased ex- 
pense was not necessarily a reason for criticism 
provided always that the increase in cost had ac- 
crued to the benefit of the service. At the end of 
each month the distribution columns are totaled 
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and the totals divided by the number of days 
treatment given during the period, the quotient 
being carried to four decimal places i. e. to one 
hundredth of a cent. At first this was done by 
ordinary long division, both department total and 
individual column total and unit cost being com- 
puted as a check on each other. As this required 
a half day’s time (both divisor and quotient hav- 
ing four figures) the use of an adding machine by 
use of reciprocals was substituted. This cut the 
time used in computing the thirty-two quotients 
to twenty or twenty-five minutes. 

With these unit costs in hand the next and most 
important step was made, the plotting of these 
unit costs as a graph on engineers’ profile paper. 
Vertical lines were chosen to designate months, 
horizontal lines to represent costs in cents or deci- 
mals thereof. Beginning at the bottom of the 
sheet as zero, the value assigned to each major 
horizontal line is set down at the left, the inter- 
vening lines representing an appropriate number 
of hundredths of a cent, taking care that the 
space is so divided that the maximum of any item 
will not run above the top line. Chart I shows 
costs by departments and in addition, other perti- 
nent monthly data, such as average daily admis- 
sions, death rate, total cost per patient per day 
and average daily census, the last two being 
shown in plate as broken line but on original 
chart in red. The use of two colors makes it pos- 
sible to assign two different values to the two col- 
ors and thus present more completed data on the 
chart without confusion. To find the true numer- 
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ical value of these broken line points the figure 
at the left must be multiplied by ten; thus the 
cost per patient per day for January was $1.77, 
while the housekeeping cost was 14.8 cents; an- 
other method is to insert red values along left side 
of sheet in red, black values in black. Charts 
II, III and IV represent costs of individual items 
or groups of related items within the department, 
in other words a more detailed study to show the 
department just where any fluctuations shown on 
the control Chart I have arisen. As the individual 
figure on this chart is smaller more vertical space 
is allowed so as to give greater accuracy in plot- 
ting. Thus we see Charts II and III divided for 
a maximum of twenty cents while Chart IV is 
divided for a maximum of forty cents. It is ad- 
visable to use a bow pen and draw circles for the 
critical points rather than to use solid dots as is 
done in temperature charting. 

The working value of the system lies in the 
departmental charts, as these give the depart- 
ment head concerned a chance to study his own 
results in detail. The actual figures may mean 
little but a sharp upward movement in the curve 
representing any single item calls for study and 
explanation. Thus in Kitchen Chart II we see a 
sharp upward trend in “Milk and Cream” and 
“Fruits and Vegetables” for October and Novem- 
ber. The increase in “Fruits and Vegetables” is 
explained by the delivery of advance ordered 
canned goods, the increase in milk by a change 
to a higher grade more expensive milk. In like 
manner the sharp drop in Chart III Administra- 
tion under the item Stationery, Postage and 
Printing shown in February as compared to Jan- 
uary is due to the heavy supplies of stationery 
laid in at the beginning of the year. 

Chart No. V illustrates very clearly the results 
that may be obtained in the application of graphic 
analysis to other hospital problems. This chart 
is from the records of a two hundred bed charity 
hospital, in which great difficulty had been ex- 
perienced in securing the discharge of patients 
promptly when further treatment was not needed. 

Staff on duty on free wards are much inclined 
to focus their attention on the active rather than 
the convalescent case, with the result that the 
convalescent, having nothing better to do, simply 
remains as a “boarder.” In this instance, 
graphic analysis of the average number of days’ 
stay per patient was started in July, the elapsed 
portion of the calendar year being charted before 
the chart was presented and explained to the 
house staff. The net result was that the average 
number of days’ stay per patient dropped from 
18.74 for the elapsed seven months of the year 
to 11.97 for the remaining five months, a drop of 
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36.7 per cent which was equivalent to adding 58 
per cent or 116 beds to the capacity of the hos- 
pital, as in this particular case the demand for 
beds far exceeded the supply. 

It is true that there was a rise in the cost per 
patient per day during this period, from $1.95 to 
$2.36, due probably to more active treatment, 
but the decrease in the average number of days’ 
stay was more than sufficient to overcome this in- 
crease, with the actual result that the average 
cost per patient (per person per day cost multi- 
plied by average days’ stay) decreased from 
$36.54 in the first period to $28.25 in the second. 
The more important average monthly death 
rate dropped from 8.63 per cent to 5.86 per cent. 
The drop in death rate, though continued not only 
through the year in question but through the suc- 
ceeding year as well, cannot be entirely attributed 
to Chart No. V as another chart designed for that 
special purpose was being used at the same time. 
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Instead of retaining these charts in the front 
office it is the custom in many manufacturing and 
sales organizations to make the original chart on 
(Continued on page 15) 
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THE HYDROTHERAPY DEPARTMENT OF EDWARD 
HINES JUNIOR HOSPITAL 


DWARD Hines Junior Hospital, formerly 
EF, U. S. Veterans’ Hospital No. 76, popularly 
known as “Speedway,” located in Maywood, 
Ill., is a general hospital owned by the federal 
government and operated under the U. S. Vet- 
erans’ Bureau for the care of the disabled ex- 
service men of the World War and certain vet- 
erans of the Spanish War, the Philippine and the 
Boxer insurrections. 

Among the splendidly equipped and up-to-date 
units of the hospital the hydrotherapy rooms, op- 
erated under the direction of the physiotherapy 
department, offer one of the most valuable forms 
of treatment, particularly for neuro-psychistriec 
and psychotic cases as well as for many medical 
and surgical conditions. 

These rooms are divided into two sections, the 
larger of which is located on the fourth floor of 
the neuro-psychiatric section of the hospital, 
where it is easily accessible for the treatment of 
patients from that department. 

The door from the main corridor opens into a 
small inner corridor, off which are six airy, well 


lighted rooms. At one end is a small office, next 
to a room which is generally used for a dressing 
and waiting room but is large enough for several 
beds or plinths, for rest after the baths or for 
massage and electrotherapy treatments. 

Adjoining this is a large room in which is a con- 
trol table with a range of eighteen feet to the 
shower and spray enclosure. On one side of the 
shower is a perineal douche and on the other a 
sitz-bath. Space behind the control table allows 
for the operator, for a refrigerator, and for a set 
tub and wringer for the preparation of wet packs 
which can be applied in the same room, on tables 
set against the inner wall. Just beyond the 
shower room is a small room containing two elec- 
tric light cabinets and a steam cabinet supplied 
with controls to regulate the heat. 

The next room contains four large continuous 
bath tubs with thermostatic controls and canvas 
hammocks, so that disturbed patients may be con- 
fined comfortably in the baths for as long a time 
as is necessary. The noise of the corridor is ex- 
cluded so that the room may be kept very quiet. 














Upper left, patient receiving Scotch douche from control table. Upper right, control table in operation. Center, corner of hydro room showing 
arm and whirlpool baths and shower baths. Lower left, electric cabinets in operation. Lower right, continuous tub in operation. 
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Door 


Corner of hydro room showing contro] table and massage table. 
opens into dressing room. 


There are also four other tubs on the wards 
which may be used in emergencies. 

The last room is the same size as the office and 
is at the opposite end of the corridor. It contains 
a small lavatory and is used for massage or as a 
dressing room. 

Wall closets provide ample space for supplies of 
linen. 

The second hydrotherapy section is on the first 
floor of the hospital with the other rooms of the 
physiotherapy department, and is used in con- 
junction with treatments given in the massage 
and electrotherapy rooms and the gymnasium. 

A small dressing room opens through a lava- 
tory into a good sized cabinet and shower room, 
which has also an exit opening into a small inner 
corridor off the main hall. The room is equipped 
with two electric light cabinets, a control table 
and circular spray and shower, sitz-bath and peri- 
neal douche. There are also whirlpool tubs, one 
leg and one arm bath, and a continuous bathtub. 
In one corner are two shower bath compartments 
for use before entering the swimming pool, which 
is approached by a short flight of steps at one side 
of the shower room. 

The pool, set in white tiling, is twenty-five feet 
by fifteen feet in size, four feet deep at one end 
sloping gradually to six feet at the other. It is 
snfficiently large for swimming and diving, yet is 
small enough to be safe for any type of patient. 

The rooms and equipment described are ample 
for all hydrotherapy treatments for a thousand- 
bed general hospital. Fully 300 patients a day 
can be cared for, and used alone, or in conjunc- 
tion with other treatments, such a hydrotherapy 
department will prove of inestimable value to any 
hospital. 
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HOW ONE SANATORIUM PROVIDES FOR 
PATIENTS OF MODERATE MEANS 


(Continued from page 3) 


men have become very much interested in this 
plan. They have contributed to the building fund 
with the understanding that one thousand dollars 
contributed entitles them at any time to place 
one patient at twenty-one dollars per week. This 
however, does not prevent our using the bed for 
any other patient if it is empty. 


Open-Air Construction Featured 


The building was designed by S. Lightner 
Hyman and Appleton, San Francisco, architects, 
and the plans endorsed by T. B. Kidner, super- 
vising architect of the National Tuberculosis As- 
sociation. Through the untiring interest of the 
architects we have a modern building, rather 
unique in open-air construction. It is two and 
one-half stories high, terracing up a hill. The 
first floor contains rooms twelve by fourteen feet 
with a porch, fourteen by eighteen feet, for each 
two rooms. Glass doors shut off the rooms from 
the porches. A long terrace for each floor runs 
along the entire front of the building. The half 
floor contains linen room, lavatories, showers, 
utility closets and nurses’ chartroom, the latter 
being provided with private bath and toilet. A 
gradually sloping staircase curves up to the next 
floor, which is designed like the first except that 
the outside terrace is sixty feet long by thirteen 
feet wide, the floor canvased and designed for 
heliotherapy. In the building is also a large 
living room where patients may congregate. 
Lobbies, and store-rooms are in the basement. 

The whole unit is steam heated, beautifully 
lighted and has bell service to every room and 
porch. The service is flexible, in that two patients 
may be put in each room and upon each porch, 
because the rooms, with French doors and win- 
dows swinging inward, may be practically con- 
verted into porches. 

The two entrances to the building are central. 
Every room has a front exposure, with light and 
sun practically the entire day. The second floor 
is set so far back that the upper terrace rests 
upon the ceiling of the rooms below. 

We wish to impress, in conclusion, two facts 
upon the hospital fraternity and medical profes- 
sion: first, that it is not inconsistent with the 
policy of a private sanatorium, organized for pro- 
fit, to solicit public funds for a special unit to 
be maintained without profit; second, that we 
have initiated a new kind of construction for a 
tuberculosis unit giving open-air treatment with 
comfort. 
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HOSPITAL MANAGEMENT FROM A HOTEL MAN'S 
VIEW POINT* 


By ROY WATSON, GENERAL MANAGER, THE KAHLER CORPORATION, ROCHESTER, MINN. 


management at first presents a most com- 

plicated problem to the average hotel man, 
but divorced of its medical and surgical aspect 
it becomes quite similar to the management of 
the present day hotel. 

The hotel has three commodities to offer, name- 
ly, rooms, meals, and service. Likewise the hos- 
pital, in addition to medical and surgical care, 
must furnish comfortable beds, good food prop- 
erly chosen and kindly 


"T= modern hospital from the standpoint of 


they receive the proper care and attention to keep 
them in good condition. 

Leaving out the question of medical and sur- 
gical care, the proper selection, preparation, and 
serving of food presents one of the greatest fac- 
tors in good hospital management. Obviously 
there must be splendid cooperation between the 
medical staff and the hospital dietitian. The hos- 
pital patient may not require the elaborate food 
service that is demanded by the discriminating 

hotel guest but the food 





sympathetic service. 
Hotels derive most of 
their patronage from 
the great middle class. 
It must be equally true 
of hospitals. Why not 
give this class more 
consideration and make 
all architects bear this 
in mind when design- 
ing hospitals. Two-bed 
or semi-private rooms 
are in great demand in 
all hospitals that have 
them. Any two-bed 
room is’ immediately 
available as a private 
room by simply charg- 
ing the private room 
rate and allowing the 
patient to use the extra 
bed as a lounge or 


one of our hotels. 





Reception Courtesy 


N MANY hospitals the patient is too of- 
ten card-indexed, or becomes a num- 
ber instead of a personality. In many in- 
stances he is assigned to a room in a hos- 
pital without any choice as to the class of 
accommodations desired. Compare the ad- 
mission of a patient in the hospital with 
the registration of an incoming guest in 
In the hotel every ef- 
fort is made to make the first impression 
a pleasant one. Hotel clerks are trained 
in salesmanship and courtesy. Patrons of 
hotels for the most part are healthy, nor- 
mal individuals. Much greater then, is the 
need for kindly, sympathetic and cour- 
teous treatment in the hospital where the 
patient is subnormal, ill and sensitive. 


should be well cooked, 
tasty, and attractive. 
The fundamentals of 
good food service are 
the same in the hospi- 
tal as in the hotel, 
namely, the careful se- 
lection and purchase of 
the best food products 
obtainable, special at- 
tention to variety, care- 
ful preparation and 
service. Food must be 
kept hot or cold as the 
occasion demands and 
it must have an appeal 
to the guest or patient. 
Special attention should 
be given to every tray, 
and responsibility defi- 
nitely placed. 

Many hospitals have 








nurse’s bed. 

In the matter of equipment and furnishings 
for hospital rooms there seems to be a decided 
tendency toward hotel environment. Many of the 
newer hospitals have eliminated the old stereo- 
typed white beds and tray stands. The walls have 
been tinted with carefully selected colors and the 
rooms furnished with mahogany or walnut fin- 
ished bedroom suites, giving them a definite color 
scheme. Many hotels acquire a reputation for 
good beds. How do hospitals compare in this re- 
spect? Would you prefer to sleep on your hospital 
beds in preference to those of the leading hotel in 
your town? A patient must use his bed continu- 
ously for longer periods than the hotel guest. It is 
therefore necessary that the hospital management 
demand good beds and mattresses and see that 





*Read at meeting of Tri-State Hospital Association, Madison, Wis., 


adopted the cafeteria 
plan of feeding for the staff and employees and 
it has been found economical and, what is more 
important, desirable because the food can be 
served quickly and hot. 

The hotel men of the country are rapidly learn- 
ing a very valuable lesson from the hospitals in 
the way of special diets, caloric values of foods, 
kinds and combinations of foods which are most 
healthful. Many of the large hotels are employ- 
ing expert dietitians to supervise this phase of 
food service. Some restaurants furnish menus 
showing the caloric value of the food listed. 


Careful Analysis of Food Cost Necessary 


Hotels are undoubtedly further advanced than 
hospitals in food cost accounting. In the past few 
years many operators have installed elaborate 
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food control systems which enable them to ana- 
lyze food cost to the most minute detail. 

We know many hotel men who think they have 
given good service to their guests if all of their 
wants have been taken care of during the day. 
A guest in a hotel or a patient in a hospital is 
paying for twenty-four hour service and is not 
paying to be well cared for twelve or fourteen 
hours and haphazardly for the balance of the 
time. Good service and care twenty-four hours 
per day should be insisted upon by both hotels 
and hospitals. 

It matters little whether the patron is a patient 
or a guest, whether he is rich or poor, regardless 
of what his station in life may be, he should be 
treated with all courtesy and consideration. In 
many hospitals the patient is too often card-in- 
dexed, or becomes a number instead of a person- 
ality. In many instances he is assigned to a room 
in a hospital without any choice as to the class 
of accommodations desired. Compare the ad- 
mission of a patient in the hospital with the 
registration of an incoming guest in one of our 
hotels. In the hotel every effort is made to 
make the first impression a pleasant one. Hotel 
clerks are trained in salesmanship and courtesy. 
Patrons of hotels for the most part are healthy, 
normal individuals. Much greater then, is the 
need for kindly, sympathetic and courteous treat- 
ment in the hospital where the patient is sub- 
normal, ill and sensitive. 


Why First Impressions Count 


It is therefore well to bear in mind that the 
patient is interested primarily in himself and not 
in the routine and discipline of your institution. 
Quoting from Frank I. Hancock, superintendent 
of a West Bromwich and district hospital in Eng- 
Jand: “The people who enter our hospitals are 
for the most part very sensitive and are apt to 
judge the person wrongly who does not show them 
a little kindness. A harsh word or any sign of 
hasty temper from one of the officials does a 
great deal of harm to the institution, for the in- 
jured party is not slow to make it known to 
others. On the other hand, if patients on coming 
to the hospital are received in a kindly and sym- 
pathetic manner it is never forgotten and they 
are only too eager to sing its praises. It is there- 
fore of prime importance that before selecting 
anyone to serve the hospital, no matter in what 
capacity, it should be ascertained, if their other 
qualifications are found to be satisfactory, wheth- 
er such person possesses the human touch.” 


How to Develop Human Side 
Occupational therapy and social service are 
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two factors of hospital service which are doing 
wonders in developing the human side of the hos- 
pital and helping to make happy and satisfied 
patients. Many a man has felt that hospitals 
do not pay enough attention to the creature com- 
forts to which he has been accustomed in his 
home. Reading matter, smokes, telephone calls, 
barber service, manicuring, cleaning and pressing 
of clothes, daily papers, are items of everyday 
use in his ordinary life. During his convalescence 
the patient will be apt to ask for many of these 
things. In the report of the proceedings of the 
Dakota-Minnesota Catholic Hospital Association 
at Duluth in July, 1923, there is a paper by Sister 
Serena on “The Most Important Person in the 
Hospital,” stressing this very point. It is a paper 
from which a hospital man may well profit by a 
close and thoughtful perusal. 


Hospitals Should Welcome Criticism 


A hotel man would certainly commend associa- 
tions such as the one in which we are now par- 
ticipating. He has learned the lesson that in 
union there is strength. He profits from the ex- 
perience of his fellow hotel men. He watches 
legislation. He draws upon the experience and 
facilities of organized business in all lines. His 
accounting must be as reliable as that of any 
great industry. He welcomes constructive crit- 
icism. He places responsibility but inspects at 
unexpected times. He knows his employees and 
mingles with his guests. He will most assuredly 
adopt the best possible system for the safeguard- 
ing of his supplies and equipment. He must do 
all these things if he would be a successful op- 
erator. 


Let Doctor Concentrate on His Duties 


Hospital management can and should do all 
these things. By hospital management we mean 
the administration of an institution for the care 
of the sick. This definition necessarily means not 
only rooms and meals for patients but also those 
facilities which the medical and surgical staff re- 
quire in the treatment of patients. Medical men 
should be relieved of the necessity for looking af- 
ter the irritating and disturbing features of hos- 
pital administration. In justice a physician should 
be allowed to devote all of his time to his special 
science, teaching his younger assistants and study- 
ing and treating the ailments of his patients. 

In conclusion, good hospital management and 
good hotel management have much in common 
and each can profit from the experience of the 
other. The human equation and service feature 
is, after all, the acid test of successful manage- 
ment and the patient or guest will be the judge. 
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SANATORIUM CREATES HOME ATMOSPHERE 


By LOUIS P. HOWE, M.D., Mepicat Director, STANDARD Om COMPANY SANATORIUM, COLFAX, CAL. 


place in the scheme of things at the 

Standard Oil Company’s Sanatorium near 
Colfax, Cal. For its tuberculous employees this 
corporation set out to construct less of an institu- 
tion than a home, and it has erected a mile from 
the town of Colfax and 2,500 feet above the sea 
a frame bungalow, simply and tastefully decor- 
ated, a prototype of the home its patients them- 
selves might own in a kindly future. 

As a landscape gardener Mother Nature was 
left to her own resources, and in her impos- 
ing fashion she has stretched before the bunga- 
low a vista of rugged beauty extending without 
monotony to the far Sierra Nevadas. When the 
air is translucent, patients from their open wards 
and verandas may glimpse peaks a full hundred 
miles in the distance. Manzanita, oak and pine 
and numerous other varieties of trees and shrubs 
lend interest to the landscape not under cultiva- 
tion. Roads and trails through the pines and 
along the rivers lead to points of great natural 
beauty. The land is rich in traditions for it is in 
the very center of the Bret Harte country. 

There in a genial climate, with medical and 
nursing care, with worries eliminated to the great- 
est possible extent and in an atmosphere of home, 
the patient would seem to have no other course to 
pursue except improvement. 

Physical examinations of employees instituted 
by the Standard Oil Company brought out the 
fact that a number of them were suffering from 
tuberculosis. The first thoughts of officials were 
for the proper care of these men and the protec- 
tion of those with whom they came in contact. 
With this end in view the directors authorized the 
building of a sanatorium. A tract of sixty-one 
acres was purchased near Colfax upon which the 
company constructed a modern sanatorium of the 
bungalow type, containing twenty-two beds for 
patients and suitable accommodations for the nec- 
essary attendants. 

In planning the sanatorium the architects, fol- 
lowing instructions, depart from the usual hos- 
pital type of architecture as much as possible so 
as to create a sanatorium with a homelike at- 
mosphere. The success of this plan is evident 
from the interior views shown herewith. The 
central part of the building is a large living room 
with a fireplace at one end; the other opens on a 
broad veranda. Navajo rugs, wicker furniture 


M ARBLE halls and sunken gardens have no 


and chintz hangings add a cheerful and homey 
touch to the room. The dining room adjoins the 


living room and is separated from it by folding 
doors which permit on social occasions the com- 
bining of the two rooms for entertainment pur- 
poses. Instead of the usual long dining table 
there are several small tables, each seating four. 

Ventilation and lighting—that light which 
comes from the sun were the first considerations 
in the construction of the building. In this re- 
gard, the kitchen and pantry were not neglected, 
as is often the case. To add further to the con- 
venience of this department, an electric range and 
electric dish-washing machine have been installed. 

There are two seven-bed wards, one three-bed 
ward and five single rooms, all specially designed 
to give the maximum amount of fresh air and 
sunshine. In connection with the wards are dress- 
ing rooms, with a sufficient number of wash 
basins, bath rooms and lockers to accommodate all 
patients. On the main floor are accommodations 
for five women employees and in the basement 
there are three rooms for male employees. Also in 
the basement are a storeroom, laboratory, heating 
plant and laundry, fully equipped with an electric 
washing machine, mangle and drying room. 

Any person who has been in the employ of the 
Standard Oil Company for more than a year is 
eligible for treatment at the sanatorium. Cases 
are of course thoroughly investigated before ad- 
mittance is granted. 

Since January, 1921, 62 employees have been 
treated at the Colfax Sanatorium. Of these thirty 
have returned to their regular duties, four have 
died, and twenty-eight are still under treatment. 
The condition of those who died was such when 
they entered the sanatorium that very little hope 
was held out for their recovery. 

The company feels that the results of the treat- 
ment at Colfax have more than justified the es- 
tablishment of this institution. (Illustrations on 
page 12.) 
INNOVATION PLANNED FOR A. H. A. 

CONVENTION PROGRAM 


Plans for speeding up the business of the annual con- 
vention through an innovation concerning the reading and 
discussion of reports have been arranged by the board 
of trustees of the American Hospital Association. The 
full reports in printed form will be distributed as usual 
but they will be summarized and read at appropriate 
meetings. Sufficient time will be allowed for discussion 
immediately following the presentation of each report. 
Each speaker on the program will have a scheduled time 
limit which will be strictly observed. This will enable 
members to go from one section to another, to participate 
in the special discussions of reports in which they may be 
interested. 
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THE PART-PAY HOSPITAL 


By GEORGE HOWARD HOXIE, A.M., M.D., F.A.C.P., Kansas City, Mo. 


HE term, “part-pay hospital,” denotes a hos- 
"| ita supported either by endowment or tax- 

ation, at which the patients pay according 
to their income rather than according to the cost 
of the service given. Instead of demanding that 
patients pay either the full cost of maintenance 
or nothing, such an institution gives them the 
service necessary for proper care of the case and 
then lets them pay whatever seems fair and 
just. 

Municipal and other 


institution itself and toward the services ren- 
dered in that institution. For it is notorious that 
the charity patient is the most finicky, makes the 
greatest demands, and is the hardest to get on 
with; whereas, the self-respecting laboring man 
who earns his money and pays his own way is the 
most grateful for the care he receives and is 
the pleasantest to get on with. Of course, there 
are exceptions to this rule, but as far as the 
writer’s experience has gone, the exceptions are 

fewer than the expon- 





public hospitals, in the 
writer’s opinion, should 
be administered on the 
part-pay plan for sever- 
al reasons. The first is, 
because in our democ- 
racy all the members of 
the body politic should 
take their part in sup- 
porting the government 
and _ its _ institutions. 
This point has not been 
stressed enough, in the 
socialistic discussions 
that have filled our pe- 
riodicals for the past 
few years. More than 
that, the writers who 
have seemed to hold 
the chief place in such 
periodicals have large- 
ly steered the public 


principle involved. 





Let Each Pay His Share 


“N°? MATTER whether the govern- 
ment be imperialistic or socialistic, 
the adequate care of the sick becomes the 
burden of the state. 
private individuals sometimes is substi- 
tuted for state control, it remains at best 
only a substitute and does not vitiate the 
The attempt to so- 
cialize medicine in England has failed 
to better the condition of the poor. 
Similarly one feels that German paternal- 
ism has failed to reach the root of the 
matter. The attempt of the Swiss cantons 
to socialize medicine has been enduring 
and successful because it was founded on 
a fundamentally correct principle, namely, 
that each individual should have his share 
in the burdens of the state.” 


ents. 

Another reason for 
thinking favorably of 
the part-pay hospital is 
that the cost of main- 
tenance is reduced 
thereby, even though 
such reduction is not so 
great as to influence the 
tax rate materially. 
Yet the amount would 
be sufficient to afford 
some additional com- 
forts for the inmates of 
those institutions. 

If one cares to study 
the matter from the 
standpoint of the social- 
economist, one might 
state the case thus: No 
matter whether’ the 
government be imper- 


If the charity of 








mind in the other di- 
rection and advocated, if not directly, then 
by implication, the principle of making the 
wealthy pay for the comforts of the poor. In fact, 
our literature is largely responsible for the pres- 
ent feeling on the part of laboring men that so- 
ciety owes them not only a living but also owes 
them a luxurious living. This feeling on the part 
of the poorer classes and the unemployed is the 
basis for a great deal of the crime that has per- 
meated our country during the last few years. 
However, be that as it may, the true principle 
is that even the poor should pay their part toward 
their care when in hospitals. When they cannot 
pay the full cost of such care, they should at least 
pay what they can, simply for the sake of help- 
ing the right principle of government and public 
polity steadfast among our people. 

Another argument for the part-pay hospital is 
that it engenders a different feeling toward the 


ialistic or socialistic, 
the adequate care of the sick becomes the burden 
of the state. If the charity of private individuals 
sometimes is substituted for state control, it re- 
mains at best only a substitute and does not viti- 
ate the principle involved. 

Another postulate, which to the writer seems 
axiomatic, is that there should be no sharp divid- 
ing line between the classes of population—that 
some people should pay while others should not— 
but that each individual should pay according to 
his ability for the service he receives at the hands 
of the state. Consequently, if a man or a mem- 
ber of his family is sick in the hospital, he should 
pay as much as he can toward the cost of his 
maintenance and care. Therefore, in spite of the 
fact that even if the city hospitals are costing 
in excess of $4 a day per patient, still it would 
be more nearly just for a patient to pay even 
$1 or $5 a week rather than that because he could 
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not pay the full cost of maintenance he should pay 
nothing. 

The standpoint from which such hospitals must 
be administered is necessarily that of the social 
welfare worker rather than that of the hotel 
keeper, the custodian of a jail, or the superin- 
tendent of a poor farm, or even, for that matter, 
of the strictly scientific medical man. For the 
whole purpose of the hospital is to alleviate the 
sufferings of the poor and to restore these work- 
ers to their places in active service as soon as pos- 
sible. In other words, one should assume the 
standpoin': of the military hospital; namely, that 
it is the place where the workers are mended as 
quickly as possible so they can be put back into 
the ranks again. 

If this view of the hospitals were maintained, it 
would follow that those whose days of usefulness 
are over would not be kept in an active institu- 
tion of this sort; nor would drones, who seek in 
the hospital only a place of rest during the sea- 
sons when it is uncomfortable to live in shacks 
or in the parks, be permitted to enter. For ex- 
perience in public institutions shows that too 
many beds become filled with the chronically dis- 
abled and the loafers, unless very sharp oversight 
is maintained and such applicants for room dis- 
missed at the earliest opportunity. This attitude 
involves no particular hardship for those groups 
but simply emphasizes the need of taking care 
of them in poorhouses or institutions adapted to 
that purpose. 

Apparently, it is necessary to meet this question 
now because of the growing clamor that the medi- 
cal profession be socialized, that medical and 
nursing and hospital service be provided for all 
the citizens who receive a wage below an arbi- 
trary minimum. The demand cannot be met by 
ignoring it, nor can it be met by calling the advo- 
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cates of socialized medicines names; it can be 
met only by a study of the situation sufficiently 
thorough to discover the real need and to provide 
some means for alleviating that need. Otherwise, 
the whole matter would be left to the politicians 
and we should see a repetition of Roman history 
with its clamor for Pan et circenses. As far as 
the writer can see, the attempt to socialize medi- 
cine in England has failed to better the condition 
of the poor. The number applying for poor re- 
lief and the number needing extra help is just as 
great as it was in 1910 when this new law went 
through. Similarly, one feels that the German 
old-age pension movement and the paternalism in- 
troduced into that empire have failed to reach the 
root of the matter. And, in fact, one must ex- 
pect such failures because all these attempted 
solutions are merely looking toward temporary 
expedients and are not trying to reach a funda- 
mental solution of the problem. They are trying 
to correct symptoms, rather than eliminate 
causes. For this reason, bills introduced into so 
many state legislatures recently are doomed to 
failure, even if they should be passed. 

On the other hand, the attempt of the Swiss 
cantons to socialize medicine has been enduring 
and successful because it was founded on a funda- 
mentally correct principle, namely, that each in- 
dividual should have his share in the burdens of 
the state. The writer’s own observation as a 
medical student years ago satisfied him that the 
experiment was a success. 

That the principle of the part-pay hospital is 
being utilized to some extent in this country is 
shown by the answers received from a ques- 
tionnaire directed to several prominent public 
hospitals in the East. This questionnaire was 
sent out to obtain data upon which to reach a 
decision as to the introduction of this system in 
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the public hospitals of Kansas City. And as a 
result of the inquiry, the board of health voted to 
establish the system; thus far it has met with no 
opposition. 

An incidental but valuable result of the intro- 
duction of the part-pay system seems to be the 
raising of the morale of the institution. Nurses 
and orderlies do not dare treat the patients who 
pay, or may pay, as carelessly as they would treat 
purely charity patients. In other words, it 
changes the attitude both of patients and of at- 
tendants toward the institution itself, and that 
entirely for the better. 

One city hospital of over 1,000 beds reports 
that in 1921, 6,002 patients paid something 
toward the cost of maintenance, while 14,326 paid 
nothing. From these 6,002 patients, there was 
collected and paid into the city treasury $167,000. 

Another city hospital of 110 beds reports that 
only 25 per cent of the patients entering are 
unable to pay something toward the cost of main- 
tenance. 

Another interesting fact brought out by the an- 
swers was that many hospitals do not apply the 
part-pay system to the in-patients, but do so for 
persons who seek treatment in their out-patient 
departments. For example, one out-patient de- 
partment charges only those who have sickness 
insurance. Most of them have special charges 
for such treatments as x-ray and other labora- 
tory devices. Charges for first visits vary in the 
out-patient departments investigated, from noth- 
ing to fifty cents. Where charges are made, subse- 
quent visits are usually less than the first; that is, 
from ten to thirty cents. One out-patient depart- 
ment reports that it practically covers its running 
expenses by its fees; another that it pays 50 per 
cent of its running expenses. 

The success of the part-pay system must de- 
pend, first of all, upon the social service work 
done in the particular institution. For the home 
and economic condition of each patient must be 
known if a just charge is to be made. The suc- 
cess depends, also of course, upon the general 
efficiency of the administration of the hospital. 
If a hospital is run, as so many institutions are, 
as a means of affording employment to the politi- 
cal hangers-on, the idea of many inmates will 
naturally be to get all they can out of the hospi- 
tal for nothing rather than to give what they 
can toward the support of the institution. 

A summary of the questionnaire and a few of 
the answers received is appended for those who 
care for the details: 

1. What is the number of beds in the hospital? 


2. How many private rooms are there commanding 
private hospital rates? 
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What prices are charged for these rooms? 

4. What proportion of patients entering the hospital 
are unable to pay anything at all? 

5. Is the word of the patient entering the hospital 
accepted as to inability to pay, or are the home 
and economic conditions of every patient enter- 
ing the hospital as a charity case investigated? 

6. What is the average cost per day per bed for hospi- 
tal maintenance? 

7. What proportion of the hospital inmates pay enough 
to cover this average cost per bed? 

8. What proportion of the hospital inmates pay more 
than enough to cover this average cost per bed? 

9. What proportion of the hospital inmates do not pay 
enough to cover this average cost per bed? 

10. What is the average amount paid by patients who 
pay less than the average cost per bed? 

11. Upon what do you base your charges for those 
maintenance is covered by income from patients? 

12. What proportion of the entire cost of hospital 

who can pay something, but cannot pay full 

rate? (Upon a standard budget or upon a fixed 
percentage of net income?) 





APPLICATION OF UNIT COSTS TO COST 
CONTROL 


(Continued from page 6) 
tracing cloth and each month as the various unit 


costs are obtained enter them in the proper place 
in India ink on the tracing cloth original, have 
blue prints made and distribute them to the vari- 
ous departments to be retained and studied at 
leisure, always retaining the original in the ex- 
ecutive office. At the next staff conference suc- 
ceeding the distribution of the charts it will be 
found that little time will be available for the dis- 
cussion of other questions. 

The positive value of the graph system seems 
to be that it presents to the eye a far more vivid 
and concrete picture of conditions than can be 
done in any other manner and that it does so is 
evidenced by the many anxious inquiries at the 
“front” as to “how soon will last month’s chart be 
ready.” In an institution provided with a store- 
room with a careful charging in and crediting out 
system, whereby supplies are charged to the vari- 
ous departments only as required for and issued, 
the graph will of course be much more accurate 
than in those shown but even in the illustrated 
case where items were charged to departments 
as purchased, the system has proved of great 
value. There is no great difficulty in the prepara- 
tion of the charts, the whole system being taught 
in an hour or two, to any good clerk who is habit- 
ually accurate and neat in his work, and not more 
than a like amount of time will be necessary each 
month to prepare the original charts once the 
computations are in hand. The results obtained 
from the use of these charts are of so much as- 
sistance that no wide awake executive will long 
consider the cost of their preparation after he has 
used them two or three months. 
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THE GRAPHIC ANALYSIS OF HOSPITAL WORK 


By MORRIS A. SLOCUM, M.D., F.A.C.S., Pirrspurcu, Pa. 


hospital records that one hesitates to add 
anything to the ever-increasing volume of 
literature. While the subject matter in this 
paper is by no means new or original, I am not 
aware that any hospitals are using the following 
methods for analyzing the work being done. 
Several years ago it occurred to me that the 
very considerable amount of statistical data ac- 
cumulating in the records was not being made 
either comprehensible or available to the hospital 
staff and to others interested in the work being 
done. There seemed to exist a need for an acces- 
sible method by which one could, at a glance, 
become acquainted with such details as the num- 
ber of patients being discharged monthly, the 
number of operations being performed, the infec- 
tions occurring in clean surgical wounds, and so 
on. 
More or less as an experiment, squared paper 
cards were prepared of a size to fit a project- 


S: MUCH has been written on the subject of 


As part of the routine of the monthly staff con- 
ference, the cards are flashed upon the screen by 
means of the projectoscope. The charts shown 
are commented on as indicated. At first, there 
was little or no interest evinced by the staff. 
However, after a sufficient number of months’ 
work was available for comparison the graphic 
analysis of work accomplished became an indis- 
pensable part of staff conferences, and, it is be- 
lieved, of definite value to all concerned. In the 
interval between conferences the cards are hung 
on a board in the record room where those in- 
terested may see them at any time. 

A number of rather interesting facts have been 
brought out after several years have elapsed, per- 
mitting yearly instead of monthly comparisons 
to be made. It becomes possible to predict rather 
accurately the most active and the dullest months 
that a hospital may expect each year. It is well 
known that at times the surgical side of a hos- 
pital will show a larger or smaller census than 
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Figure 1. ing, in 
graphic fashion, the work accomplished in any 
particular department, by months. It was 
found impossible, in certain instances, to 


portray by graphs the entire work of a depart- 
ment where it was desirable to give a multiplicity 
of results. Consequently, figures were placed in 
the squares with the proper legend at the left 
hand margin. A study of the accompanying cuts 
will be more enlightening than verbal description. 


Figure 2. 
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when these months may be expected. 

From the cards in use in St. Margaret Hospital, 
a few have been chosen and brief comment upon 
them will follow. 

The mortality card (Figure 1) occupies a place 
of considerable importance. One learns from it 
just what the total hospital death rate is by 
months. In addition, the rates by departments 
and individuals are shown. The deaths are fur- 
ther classified into institutional and coroners 
cases. (Those dying twenty-four hours after ad- 
mission to the hospital.) There should be no 
objection voiced by the staff to having their death 











Figure 3. 
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rate made the subject of general 
discussion on the part of those 
entitled to discuss it. One cannot 
but look with suspicion on a phys- 
ician or surgeon who endeavors 
to conceal his hospital mortality 
rate. It is strongly felt that such 
data should always be available 
to those connected with a hospi- 
tal, as well as to the inspectors of 
accredited organizations, such as 
the American College of Sur- 
geons, the American Hospital As- 
sociation and the Catholic Hospi- 
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operative and non-operative 
deaths. 

It must be conceded that it is 
the business of the staff and man- 
agement of a hospital to know the 
mortality rates of the doctors 
practicing within its walls. As 
an example, let us consider the 
rates of those doing general sur- 
gery. In a well organized, prop- 
erly managed hospital, the opera- 
tive mortality rate should not ex- 
ceed certain limits. If a decided 
difference, or variation, from the 
normal is noted in an individual 








tal Association. While it is true 
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that we should be slow in con- 
demning a physician or surgeon because of a high 
death rate during a given month, yet the average 
rate for a year should fall within normal limits, 
barring a large and serious epidemic such as oc- 
curred in 1918 from influenza. 

Reference to the mortality card will show that 
the surgical rates are further sub-divided into 
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case certainly some action is in- 
dicated. Putting it somewhat differently, is it 
fair to the patient to allow surgery to be done 
upon him by a man who has a death rate, let 
us say, of 15 per cent per year when there is avail- 
able a surgeon whose rate remains around 5 per 
cent yearly? That just this sort of thing is go- 
ing on in many of our hospitals today is deplor- 


1924- Consultations Monthly- 1924 
Apr |Oci- | bow | Dec. 


Now | Dee.| 








1924- Ambulance Calls Monthly - 1924 
| (Jan Feb|Mer|hpr Moy Jun Sul |g Ibep Oct. ‘Nov Idec] | 
— T “7 . + + + + : > —— 


-——+ 
47 fp Be 














TT ae fats 


— 


eee 














*. a Kom 


a 


ea eM 


ae 





July, 1925 


able and must be admitted. In defense of the 
card under discussion, it must be admitted that 
the average doctor does not care to see his rec- 
ord contrasted unfavorably with that of his as- 
sociates. 

The infection card (Figure 2) shows at a 
glance the monthly incidence of infections occur- 
ring in clean surgical wounds that have not been 
drained. While it is the constant effort of all 
hospitals to keep the number of wound _ in- 
fections as low as possible, it must be conceded 
that a certain small percentage of clean operative 
wounds become infected. 


More Autopsies Needed 


The relation of the number of autopsies held 
to the number of deaths occurring each month, 
as graphically shown on this card (Figure 3) will 
act as a stimulant to the staff and interns to 
obtain more autopsies. A separate graph is used 
to bring out the relation of the total number of 
deaths to the coroner’s cases. 

Space does not permit discussing all the graphic 
cards used. Needless to say, the cards can be 
adapted to the peculiar needs of any hospital. 
It has been found interesting and valuable at St. 
Margaret Hospital to portray by graphic cards 
the work done in the following departments: 
Operating room, x-ray, ambulance, cystoscopic 
and pathological departments. In addition, the 
method has been used to show the number of 
consultations taking place, the number of patients 
and operations of outside physicians and sur- 
geons, and the number of patients and operations 
of each individual staff member. 

In explanation of the accompanying charts, it 
should be said that the figures were chosen at 
random and were not copied from those actually 
found on the cards at St. Margaret Hospital. 


Conclusions 


1. The foregoing cards offer a graphic, and easily 
comprehensible means of showing the work done 
in any or all departments of a hospital. 

2. Data accumulated over a period of years will 
prove valuable when anticipating further needs. 
’ 8. The work of the staff and the no-staff mem- 
bers is constantly available for inspection by all 
accredited persons. 

4. Discussion of hospital work at staff con- 
ferences is greatly facilitated by projecting the 
cards upon the screen. 

5. A spirit of friendly competition and rivalry 
is engendered between departments that is 
bound to make for the general good of the hos- 
pital. 
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NEW YORK UNIVERSITY OFFERS COURSE IN 
INSTITUTIONAL MANAGEMENT 


When New York University commences the fall term 
of 1925 there will be in the curriculum of the school of 
commerce, accounts and finance a course entitled “Insti- 
tutional Management.” 

This course was started in response to a felt need in 
and around New York, N. Y., for the scientific manage- 
ment and study of institutional programs. More stress 
will be laid on hospitals than on other organizations as 
they make up the bulk of the institutions in the metro- 
politan district. 

The main topics for discussion will be the institutional 
charter, its by-laws and constitution; the relationship be- 
tween the board of directors, the superintendent and the 
personnel; the financing of the various departments and 
the departmental interrelationships. 

A group of specialists will be called upon from time to 
time to discuss pertinent institutional programs. The 
student will have an opportunity of making comprehensive 
studies throughout the city in various institutions, which 
will be done outside of class work. 

A prospectus of the course is as follows: 


1. Introduction. 
Scope and purpose of course. 
2. Organization and Management. 
Board of Directors and the superintendent; their functions and 
relationships. 
3. Personnel. 


Selection ; source; job analysis; training. 
4. Office methods and procedures. 
Files, records, telephone, mail, information. 


5. Statistics. 
Knowledge of facts; per capita costs; comparative expense and 
income; graphic charts; budgets. 

6. Institutional Insurance. 
Conducted by Sidney Goldsmith, president, New Rochelle Agen- 
cy, New Rochelle, N. Y. 

7. Purchasing and Stores. 
How to buy; central or departmental purchasing requisitions; 
forms; perpetual inventories. 

8. Scientific purchasing of food. 
Conducted by Fred A. Green, president, Burton Davis and Co., 
New York, N. Y. 

9. The dietitian and the chef. 
Their jobs; the purchasing and handling of meat. Conducted 
by Mr. Shuler, Beinecke & Company, New York, N. Y. 

10. Equipping the Kitchen. 
Conducted by Mr. Brown, Duparquet, Huot & Moneuse, New 
York, N. Y. 

ll. The Housekeeper. 
Her job and responsibilities; linen rooms; cleaning; inspection ; 
laundry. 

12. The scientific management of laundries. 
Conducted by J. J. McCarthy, president, American Laundry 
Company, New York, N. Y. 

13. Humanizing the Institution. 
Responsibility of institution to community, inmates, its per- 
sonnel; fire drills and general deportment. 

14. The Engineer. 
His job and his staff; coal; light; refrigeration; repair; build- 
ings and grounds. 

15. The Modern Institution. 
General review of course and method of precedure in staff 
conference ; medical conference. Model round table. 


Before this course was outlined, the various superin- 
tendents in and around New York were called and asked 
to cooperate. In no sense is this course strictly under 
the jurisdiction of New York University. All the hos- 
pital superintendents have promised their support and 
guidance and it is more or less under their supervision. 

The course will be taught by Mr. Edgar C. Hayhow, 
superintendent, New Rochelle Hospital, New Rochelle, 
N. Y., and president of the Westchester County Hospital 
Association. Mr. Hayhow is also a graduate of New 
York University School of Commerce, Accounts and 
Finance. 

The lectures will begin the first week in October and 
the cost of tuition will be $15.00, plus a small university 
fee. 





It is not given to every man to write beautifully, but 
every man may have the courtesy to write legibly.—Lord 
Broughman. 
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FOOD PROBLEMS IN STATE HOSPITALS* 


By A. L. BOWEN, FORMER SUPERINTENDENT OF CHARITIES, ILLINOIS STATE DEPARTMENT OF PUBLIC WELFARE, 
SPRINGFIELD, ILL. 


ployees is the second major difficulty en- 
countered by every state hospital in its 
dietary problems. Dining room service is un- 
satisfactory more often than not, and causes 
the superintendent little less worry than the 


To. serving of food to its charges and em- 


crowded. They should have chairs placed at small 
tables. Some tables should have _ tablecloths. 
Others should be of a durable ware, white or 
black, manufactured for such purposes, and al- 
ways clean, approximating what is found in sani- 
tary, popular restaurants. Music in the dining 
room is highly desirable and makes for quiet and 


kitchen organization and output. 


The serving and eat- 
ing of food in these in- 
stitutions often are re- 
pulsive. Generally pa- 
tients are crowded at 
the tables. The old- 
fashioned rigid bench 
is to be found in many 
institutions. Patients 
find cold and clammy 
food awaiting them. 
They are hungry and 
crave good food. Pro- 
test against what is be- 
fore them finds vent in 
explosive or violent con- 
duct. The ethical dilap- 
idation that takes place 
so rapidly in mental pa- 
tients in state hospitals 
is encouraged by bad 
dining room conditions 
more than by anything 
else. 

Not many institu- 
tions have broken away 
from tin and granite 
ware. Bare tables still 
predominate. Many pa- 
tients are denied a knife 
and fork and sometimes 
a spoon. To be forced 








Dining Room Manners Reflected 
Throughout Institution 


HE serving and eating of food in state 

institutions often are repulsive. Gen- 
erally patients are crowded at the tables. 
The old-fashioned rigid bench is to be 
found in many institutions. Patients find 
cold and clammy food awaiting them. 
They are hungry and crave good food. 
Protest against what is before them finds 
vent in explosive or violent conduct. The 
ethical dilapidation that takes place so 
rapidly in mental patients in state hos- 
pitals is encouraged by bad dining room 
conditions more than by anything else. 


Patients’ surroundings in their dining 
rooms may be as pleasing as normal peo- 
ple desire and generally have. The din- 
ing room may be an entrenched defense 
against the ravages of evil practices and 
anti-social behavior, because it affords the 
finest of all opportunities to teach good 
habits, to develop manners and to refine 
conduct, the effects of which will be felt 
on the wards and throughout all the life 
of the institution. 








order. Flowers always 
have a soothing effect. 
All tin and granite ware 
should be abolished. It 
may be removed by de- 
grees, while habit train- 
ing makes possible the 
introduction of white 
ware, known as “iron 
ware.” 

In other words, pa- 
tients’ surroundings in 
their dining rooms may 
be as pleasing as nor- 
mal people desire and 
generally have. The 
dining room may be an 
entrenched defense 
against the ravages of 
evil practices and anti- 
social behavior, because 
it affords the finest of 
all opportunities to 
teach good habits, to 
develop manners and to 
refine conduct, the ef- 
fects of which will be 
felt on the wards and 
throughout all the life 
of the institution. 

A great deal of money 
is spent on dining halls 








to eat his food with his fingers from a greasy, 
ill-smelling tin or granite plate, very quickly 
would ruin the manners of the best educated and 
most refined sane man. 
Dining Room as Training School 

In normal family life the dining room is a 
training school in conduct. Children acquire 
there either good or bad habits, either refinement 
or grossness. The insane are amenable to the 
same influences. 

Dining rooms should be made as attractive in 
appearance as possible. Patients should not be 





*This is the second of two articles on the subject of state hospital 
food problems, prepared for THE MopeRN HospiTaL by Mr. Bowen. 


which are divided into rooms, each for its ward 
or its class of patients. There is no objection to 
this plan, except that it causes an unnecessary 
expenditure of money. All ambulatory patients 
of a state hospital may be trained to sit together 
in two halls, one for each sex. Such a hall how- 
ever large may be made to look well. Restaurants 
of equal capacity are found in large cities and 
no criticism is made of them on the score of their 
size. Plenty of light, natural and artificial and 
free ventilation are, of course, fundamentals. 
The appliance market affords today many de- 
vices by which food may be transferred hot and 
served to patients after they have been seated. 
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No longer is there excuse for cold food, or for dis- 
tributing it upon the tables long before meal 


time. 


Serve Food Hot 


I have known superintendents who have em- 
ployed their own mechanical ingenuity in making 
food and dish containers, for each dining room, 
by attaching to a steam heat radiator or a hot 
water line, a small coil within a heavy tin box 
with a tight cover. In this the clean dishes are 
kept. Food delivered to the dining room is placed 
in this improvised warming oven and preserved 
in good condition until it is served at small tables 
after patients have seated themselves, following 
the observance of those points of etiquette which 
characterize good homes. Such schemes serve 
where money is not available for more perfect 
and modern equipment. 


Feeding employees is another problem, no less 
important or difficult. Many a likely employee 
has left the state hospital because the food was 
so objectionable. Physicians and their families 
are, I find, often justified in their complaints of 
the service in their dining rooms. Superinten- 
dents are too prone to dismiss as trivial these 
grievances of employees. To regard them as 
chronic kicking will not remedy the evil, it only 
aggravates a bad situation. 


Detached Houses for Staff Desirable 


I have always contended that the medical staff 
and any other employees who are allowed full 
maintenance for themselves and their families 
should be given their own cottages and left to 
manage their own homes. I believe this is the 
rational way to meet a difficult situation. Many 
complex problems of hospital management will 
be solved when doctors and their families enter 
detached houses where they may live a natural 
existence, each family in its own world. 

The rest of the hospital’s employees may be 
divided into two classes: first, those whose con- 
tinuous presence on the grounds is either neces- 
sary or desirable, such as female nurses and at- 
tendants, and, second, those who are not needed 
and may live off the grounds. Among these are 
the mechanical forces. This class may be paid 
the wages prevailing in the vicinity of the insti- 
tution for the same or similar service. Receiving 
such pay, they should be required to maintain 
themselves, quite apart from the hospital. 

The cafeteria plan for employees’ dining 
rooms has been tried in some institutions, fash- 
ioned after the methods in use in industrial and 
commercial plants, and all classes of employees 
have been permitted to patronize it. How suc- 
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cessful these experiments have been I cannot say, 
having no personal knowledge of them; but it 
would seem to be as feasible for a state hospital 
to serve its employees in this manner as for a 
retail store or a bank or a high school. 

Few institutions know accurately how much it 
costs to feed their employees. Many proceed on 
the theory that they must feed patients and cer- 
tain employees and may as well feed the rest. 
The employee to whom thirty dollars a month is 
offered for a twelve hour day is impressed with 
the value of maintenance—room, board, laundry 
all thrown in free and estimated at another thirty 
dollars. But if the employee desires to live out- 
side and asks for the equivalent in cash, he finds 
maintenance not so highly valued by the manage- 
ment. He may draw twelve or fifteen, or perhaps, 
eighteen dollars a month in lieu of maintenance 
according to the state in which he happens to be. 
A scientific investigation of the cost of meals 
served to employees, taking in all factors, and of 
the room and laundry furnished them, would, I 
am certain, disclose surprising facts. 


Good Food Establishes Morale 


To be relieved of the continuous complaints 
indulged in by employees to the detriment of the 
hospital itself would be of inestimable benefit all 
around. We must not close our eyes to the im- 
portance of good service of food as well as of 
good food in making a corps of employees satis- 
fied and in establishing that morale which con- 
tributes so much to successful administration. 

The question of food and feeding on the wards 
and in the employees’ dining rooms is not an easy 
one to settle, as I have indicated. Because of its 
difficulties, often regarded as insurmountable, 
there has been a disposition to neglect it. Fail- 
ure to make improvement has discouraged many 
a courageous soul who has worked honestly and 
faithfully to better his kitchens and dining rooms. 
While many failures have been registered, some 
successes have been achieved that point the way 
to others. Nothing in a state hospital will do 
more to establish friendly relations among the 
management, the patients and employees and 
their friends than satisfactory food and food 
service. Nothing will generate a better spirit, 
in patient and employee than well cooked, prop- 
erly served meals. Consequently, mental restora- 
tion may be said to rest in no small degree upon 
this one factor. 

The subject is worthy of even more attention 
than it is receiving. It must be continuous and 
sustained attention, in which all hospitals should 
cooperate to give mutual help. 
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PRINCIPLES OF CONDUCTING A CARDIAC CLINIC" 


By MORRIS H. KAHN, M.A., M.D., New York, N. Y. 


unit in hospital out-patient service has in- 

creased during the past decade. This is 

due, in part, to the fact that statistical data from 

various centers has revealed a surprising prev- 
alence of heart disease. 

An experimental group of cases was studied in 


Te recognition of the cardiac clinic as a 


of department, as large a number of assistants 
as possible, and one or two nurses or social work- 
ers. The chief of the department plans the poli- 
cies and decides the questions that come up in 
the conduct of the clinic. 

The assignment of the medical work to the 
members of the staff can be made in two ways: 


1911 at Bellevue Hospi- 
tal, New York, N. Y. 
The study indicated 
that something may be 
done for these cases if 
their health and social 
status are supervised. 
As a result, independent 
groups arose in the hos- 
pitals of New York, N. 
Y., and later in a num- 
ber of other cities in 
this country, so that at 
the present time, many 
organized clinics exist. 
The American Heart 
Association, taking 
these under its wing, 
officially engages in ed- 
ucational propaganda 
to increase the general 
recognition of the im- 
portance and preventa- 
bility of heart disease. 

In some hospitals, 
however, and in some 


large cities in this. 


country, the cardiac 
clinic is still not consid- 
ered a full-fledged clin- 
ic, but a sort of step- 
child of the dispensary. 
The day for such an at- 
titude is long past. 
of heart 








Educate the Cardiac Patient 


N SOME hospitals and in some large 
cities in this country the cardiac clinic 
is still not considered a full-fledged clinic, 
but a sort of step-child of the dispensary. 
The day for such an attitude is long past. 
The number of cases of heart disease in 
the medical clinics emphasizes the need of 
a special clinic for cases of heart disease 
in every hospital. 

It seems to be the policy of most general 
hospitals to admit only decompensated or 
urgent cases. It seems to Dr. Kahn that 
this policy is wrong and shortsighted. Ad- 
mission of milder or compensated cases 
is of value as an education for the patient 
for the proper ontrol of his disease. 
Economically, a iospital stay of a few 
weeks may save many months of occu- 
pancy of a bed later. Dr. Kahn believes 
that patients with heart disease should 
receive a hospital education, just as pa- 
tients with incipient tuberculosis do in 
a sanitorium. Public education by lec- 
tures and other means is one of the most 
promising measures advanced for the 
prevention of heart disease. 








The large number of cases 


disease in the medical clinics 


First each man may 
make a comprehensive 
study of the case which 
he treats in the clinic 
session, or, second, each 
man may specialize for 
a period of time, limit- 
ing his study to the par- 
ticular field assigned to 
him. 

It seems to me that 
specialization within 
the clinic is the better 
way to develop men 
well trained in cardiol- 
ogy. Of course, the larg- 
er the number of men 
available for the work 
the greater is the pos- 
sibility for their spe- 
cialization. 

In this way, a man 
would, for a period of 
two months, give his 
attention to the history 
taking of patients. For 
another period, he 
would make the physi- 
cal examinations of all 
new cases. He would 
then see the patients on 
their subsequent visits. 
Later he could devote 


his time in the clinic to vital capacity, blood pres- 
sure measurements, x-ray, polygraphic, and elec- 





emphasizes the need of a special clinic for cases 
of heart disease in every hospital.’ 

The cardiac clinic may be considered under the 
following headings: (1) organization; (2) clinic 
routine; (3) special care of cases; (4) keeping 
of records; and (5) social service. 

The medical organization consists of a chief 


*From the Department of Cardiovascular Diseases, Beth Israel Hos- 
pital, New York, N. Y. 
1. Kahn, M. H.: N. Y. Med. Jour., 1916, civ, 1000. 
Conner, L.A.: Jour. A.M.A., 1920, Ixxiv, 1564. 





trocardiographic studies, or the basal metabolism 
tests of thyroid heart cases, respectively. 


Research Work Encouraged 


Each of the men is responsible for his as- 
signed part of the work for a period of two 
months, but that does not limit him to the spe- 
cial field, as he may join in the work of the other 
men. The assignments are changed so that by 
the end of the year, the men have had a thorough 
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training in all branches of cardiac study. They 
are urged to engage in some research problem, 
no matter how small it may be, in their particular 
part in the clinic, so that at the end of several 
months, each may contribute some new or in- 
teresting presentation. 

From the patient’s standpoint, this specializa- 
tion is very desirable as, by that method, the 
maximum amount of work can be done on each 
case. 

The histories, taken first, must be full and 
must reveal a careful insight into all the im- 
portant data of the case. The next assistant 
makes a very thorough and complete physical ex- 
amination. If necessary, a polygraphic study of 
the case is then made. Otherwise, another as- 
sistant takes the patient for a test of the vital 
capacity and the blood pressure. Functional ex- 
amination of the patient is done by still another 
man, by special tests with which experiments are 
constantly being made. 

The patient is then sent for electrocardio- 
graphic examination which is done by the assist- 
ant connected with the cardiographic laboratory. 
Orthodiagraph or x-ray study of the patient is 
made by an assistant attached to the x-ray de- 
partment. 

The patient then goes to the laboratory for a 
routine urine analysis, Wassermann test, and 
blood examination. 

In this way, the patient obtains a preliminary 
study not to be surpassed by any other method 
that we have attempted. 

The routine work in the clinic must be accom- 
plished, whether it is done by each man study- 
ing a case at length or whether each man limits 
his work to one field for a period of several 
months. Only in the latter way, however, can 
complete and accurate data be accumulated. 

The number of sessions each week will depend, 
ef course, upon the number of cases. It is pos- 
sible that when a clinic is first organized, one 
session a week for children and one, preferably 
in the evening, for adult cases will prove suffi- 
cient. However, after a period of growth, it will 
be found necessary to hold two sessions weekly 
for each. 

To minimize the physical strain and excite- 
ment for the cardiac patients, they ought not to 
wait in line for their tickets of admission or for 
their medicine. This avoids the extraneous in- 
fluences that might affect the findings at the time 
of the physical examination. 


Vertical Record Not Recommended 


The records to be kept in a heart clinic may be 
of several types grading from the very elaborate 
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ones recommended by the American Heart Asso- 
ciation to those which give only the necessary 
details obtainable in a clinical study. I believe 
that the records suggested by the American Heart 
Association, in which the symptoms are tabulated 
vertically, is not best for quick analysis.’ It is 
true that a mass of statistical details may be ac- 
cumulated in this way, but I do not believe that 
the vertical form of record is conducive to the 
best understanding of the patient’s condition or 
to the portrayal of a vivid clinical picture. In 
no reports in medical literature is such a form 
made use of. 

Full sentences, with shading adjectives, are 
descriptive and comprehensible. We have there- 
fore decided upon the use of a chart such as is 
used in the hospital proper. On the first page 
of this is reccrded as complete a history as is 
obtainable from the patient. The history is pref- 
erably written out, questions being directed to- 
ward the etiologic factors in heart disease and the 
onset and sequence of symptoms. 

On the second page, a complete physical exami- 
nation is recorded under the headings of: Weight 
(without shirt or corsets); urine, albumin, sugar 
and microscopic; blood smear; eyes and ears; 
mouth and nose; skin and glands; thyroid; heart 
and blood pressure; lungs; abdomen genitals, or- 
thopedic and neurologic, and any other data neces- 
sary. Subsequent visits are recorded stating the 
condition and new developments each time. 

Special tests made of the patient, such as vital 
capacity, blood pressure or basal metabolism, are 
recorded separately. Strips of polygraphic rec- 
ord and prints of the electrocardiograms are 
usually appended on a separate sheet. 


How Cases Are Classified 

Cases transferred from the hospital to the 
cardiac dispensary should be accompanied by an 
abstract of the hospital record. If the patient 
is new to the clinic, this record should be fuller. 
Any clinic patient referred to the hospital should 
also have an abstract of his clinic record. This 
facilitates the observation of the patient and 
eliminates repetition of history-taking and special 
examinations. 

The cases are classified in our clinic according 
to the following headings: (1) Alphabetical, ac- 
cording to the names of the patients; (2) card 
index of the organic lesions. This classification 
is made from an etiological, structural and func- 
tional analysis and includes headings which 
relate to the arterial condition; (3) further list- 
ings are made according to electrocardiographic 


2. Cohn, A.E.: Jour. A.M.A., 1922, Ixxviii, 1559. 
8. Report of the Associated Out-Patient Clinics of the City of New 
York, Dee. 13, 1922. 
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changes such as auricular extrasystoles, auricular 
fibrillation, left ventricular preponderance, in- 
verted “7” wave, together with a clinical classi- 
fication of associated conditions, such as hyper- 
tension, menopause, rheumatism, hyperthyroid- 
ism. 


Urges Educational Method of Treatment 


It seems to be the policy of most general hos- 
pitals to admit only decompensated or urgent 
cases. They remain in the hospital, then, for a 
long period, perhaps unable to recover. 

It seems to me that this policy is wrong and 
shortsighted. Admission of milder or compen- 
sated cases is of value as an education for the 
patient for the proper control of his disease. 
Economically, staying in a hospital for a few 
weeks may save many months of occupancy of a 
bed later. 

I have designated this as the educational 
method in the treatment of heart disease. I be- 
lieve that patients with heart disease should re- 
ceive a hospital education, just as patients with 
incipient tuberculosis do in a sanitarium. By a 
hospital education is meant a sojourn for a period 
of two to four weeks. During this time an esti- 
mate can be made of the patient’s capacity for 
action and he can be shown how to adapt his life 
to his capabilities for physical work. This method 
is now used in convalescent homes for cardiacs. 
The patient recognizes the importance of pro- 
longed rest, is able to estimate his capacity for 
work, and learns the details in the management 
of his disease. 

The larger number of cases coming to the car- 
diac clinic are chronic valvular lesions. For 
these, comparatively little can be done to change 
the heart condition. This group does not exact 
from the clinic those functions which justify its 
existence, but certain measures can be instituted 
to prevent recurrences of inflammation and to re- 
move etiological factors. 


Allied Services Give Assistance 


It is for cases with early heart lesions, and in 
which the etiological factors can be promptly re- 
moved, that the clinic is especially established; 
mild chorea before cardiac complications have set 
in, or rheumatism or frequent tonsillitis; in gen- 
eral those conditions are the main element for the 
attention of the clinic in which the cardiac com- 
plications are in a potential state. 

It is therefore important that these cases be 
recognized early and be watched carefully. We 
necessarily have to call to our aid the adjunct 
services in the dispensary to assist in the care of 
these cases. The tonsils should be removed where 
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they are infected; attention should be given to 
the teeth, etc. 

The convalescent care in cases of heart dis- 
ease has become an important feature in the 
treatment. The convalescent home during the 
time of an individual’s sojourn there overcomes 
the social and economic obstacles that are most 
deterrent to the ideal care of the patient. It 
removes the patient from work, primarily, in the 
case of children, from stair-climbing in tenement 
dwellings. The mental and emotional stress of 
home association is also one of the detrimental 
factors eliminated. In the case of adults, the 
benefits of a period of rest can hardly be over- 
estimated. It provides medical supervision and 
a form of living which can be suited to each type 
of case. Of course walking, and those milder 
forms of exercise which may be used as thera- 
peutic measures, can be indulged in as directed 
by the physician. 

The tests of good progress are the ability to ex- 
ercise increasingly without signs of heart or gen- 
eral overstrain; improvement of anemia; gain of 
weight or loss depending upon the previous 
weight of the patient; improvement of muscle, 
posture and facies; and improvement as shown 
by general physical examination.‘ 


School Children Regularly Examined 


The cardiac clinic is related to the other social 
and educational organizations in the community. 
Certain principles of policy have therefore been 
established. 

The children of the public schools are regularly 
examined by the medical men associated with the 
department of education. Those found with 
prospective or evident heart disease are referred 
to us for examination. Depending upon the defi- 
niteness of the heart lesion, these children are 
recruited to the cardiac clinic for further study. 
When they are found to be partly deficient in 
their capacity for work, they are grouped to- 
gether into a cardiac school class, still under the 
supervision of the department of education. 

The children remain in school and on the roof 
garden from morning until late in the afternoon. 
During that time nursing supervision is given, 
temperatures are taken and so forth. The chil- 
dren are not allowed to go home during that time, 
in order to avoid the frequently great amount of 
stair-climbing during the day. They are under 
the supervision of the clinic and are examined at 
regular intervals. 

Full cooperation must be demonstrated by the 
clinic toward the private physician. Private pa- 
tients sent to the cardiac clinics for diagnosis 





4. Brush, F. A.: Medical Record, 1921. Vol. xcix,253. 
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should receive careful study and suggestions for 
treatment, and the patient should’ be 
encouraged to return to private medical care. 
Clinic patients able to pay should be referred 
to a list of heart specialists in the city. In fact, 
the attitude should be the same as toward pa- 
tients applying to any public dispensary. 

Public education by lectures and other means 
is one of the most promising measures advanced 
for the prevention of heart disease. The men in 
each clinic should be available for these lectures 
so that the clinic may serve as an educational cen- 
ter for at least the district in which it is located. 


Segregate Cardiacs in Industry 


The subject of the economic aspects of heart 
disease has received attention not as a cause but 
as a consequence.® We, of course, know that the 
individual with heart disease sustains more or 
less loss of time from work on account of his de- 
fect. We also know that economically the stay 
of cardiac patients in a hospital is a burden on 
its resources. But certain casual economic cir- 
cumstances should be taken into consideration in 
the prevention of heart disease before we can 
hope to attain any degree of general prevention. 
The exposure to cold and wet, malnutrition, 
crowding and all the features of poverty con- 
tribute to the causation of heart disease. With 
the aid of the social service workers, these causes 
must be combated as much as possible. 

Patients with heart disease are frequently 
compelled to maintain an economic struggle with 
healthy fellow-men. Recognizing this fact, it is 
a correct idea to attempt to segregate cardiac 
cases into an industrial sphere of their own. In 
some industries, the transfer can be made of em- 
ployees from one kind of occupation to another 
more fitting their state of health.? This results 
in an adaptation of the individual to his work. 


Conclusions 


1. Early recognition of potential cardiac cases 
and their care is one of the most important func- 
tions of the cardiac clinic. 

2. Admission of compensated cases to hos- 
pitals or special convalescent homes for a short 
stay is desirable, so that the patient may learn 
how to adapt his life to his capabilities for work. 

3. The histories and notes on cases should be 
written out as in all hospital records. The verti- 
cal form of record does not present a clinical 
picture. 

4. The larger the number of assistants avail- 


5. Halsey, R. H.: Jour. A. M. A., 1923, Ixxx, 971. 

Reid, W.D.: Boston Med. and Surg. Jour., 1922, clxxxviii, 18. 
6. Kahn, M. H.: Medical Record, 1915, Ixxxviii, 306. 
¥. ne Spot Service Bureau of Bellevue and Allied Hospi- 
s, 5 
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able for the clinic, the greater the study that can 
be given the cases. 

5. The physicians in the clinic should special- 
ize each in a branch of the work for a period of 
time, so that complete and accurate data may be 
collected. 

6. Cooperation with private physicians should 
be shown for diagnosis and full study of cases. 

7. The general attitude toward these patients 
should be the same as toward patients applying 
to any public dispensary. 





HOSPITAL ADMINISTRATORS RECEIVE 
HONORARY DEGREES 


At the forty-fourth annual commencement of Marquette 
University, held in Milwaukee Auditorium, Milwaukee, 
Wis., Wednesday, June 10, 1925, before a gathering of 
10,000 persins, honorary degrees of doctor of science in 
hospital administration were conferred upon Dr. S. 8S. 
Goldwater, New York City; Dr. M. T. MacEachern, 
Chicago, and Mother Mary Concordia, Milwaukee, Wis., 
and the honorary degree of doctor of laws upon Rev. 
Charles B. Moulinier, Milwaukee, Wis. 

The degree of doctor of science was awarded to Dr. 
S. S. Goldwater because of his diversified service in the 
hospital field as evidenced by the following activities: 
director of Mt. Sinai Hospital, New York City; com- 
missioner of health of New York City; consulting expert 
in hospital construction to the New York City Board of 
Estimate and Apportionment; the U. S. Public Health 
Service, and the U. S. Veterans’ Bureau; president of 
the American Hospital Association, and of the American 
Conference on Hospital Service; lecturer on health and 
hospital economics in universities; hospital examiner for 
Civil Service commissioners in two states, and editorial 
adviser for THE MoperRN HospitaL and The Nation’s 
Health. 

Dr. M. T. MacEachern received his degree because of 
his active interest in the hospital field as associate di- 
rector of the American College of Surgeons, in charge of 
the hospital activities; general superintendent of the 
Vancouver General Hospital for ten years; director gen- 
eral of the Victorian Order of Nurses, in charge of its 
reorganization survey; president of the American Hospital 
Association; secretary of the Medical Council of the 
U. S. Veterans’ Bureau, and editorial adviser for THE 
MoDERN HOSPITAL. 

Mother Mary Concordia was granted her degree because 
of the following activities: Mistress of Novices for six- 
teen years, and Superior General of the Sisters of St. 
Mary for five years, during which time she gave conse- 
crated service in the care of the sick, and educational 
and spiritual guidance to hundreds of novices. 

The degree of doctor of laws was conferred on 
Father Charles B. Moulinier because of his splendid lead- 
ership of the Catholic Hospital Association, his support 
and active cooperation in making the hospital standardi- 
zation program of the American College of Surgeons ef- 
fective, especially among Catholic hospitals, his work in 
the reorganization of several medical schools in Milwau- 
kee into the Marquette University School of Medicine with 
Class A standard; and his efforts in establishing a college 
of hospital administration at Marquette University. 
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INSPIRATION AND PERFORMANCE 


ORK as such is a deadly bore. Inspired 

W work is a pleasure. Routine work is de- 

structive to initiative; it is inefficient and 

it is retrogressive. Under the magic touch of in- 

spiration, it becomes a joy; the thrill of creation 
is added; initiation is stimulated. 

The hospital worker leads an encloistered life. 
The further down one goes among the operatives, 
the less inspiration and hence the greater routin- 
ism is found. The cook, standing over a hot stove, 
turning out the same old food day after day, fin- 
ally gets to a point where he loathes the idea of 
anything pertaining to the dietary. He loses his 
interest, his work is performed in a slip-shod 
manner until finally food is indifferently and un- 
appetizingly prepared, and he must be replaced 
by another, who, in time, must similarly be re- 
placed. This is bad organization: it means a 
heavy labor turn-over; it means that the hospital 
does not feed its patients and personnel properly. 
The same process goes on to a greater or less de- 
gree in every part of the hospital if routinism is al- 
lowed to prevail. The cook, if interested in new 
dishes, does not lose his pride in performance. 
The laundry man, who is kept abreast of the ad- 
vances in his line of work does not become care- 
less in the amount of bleach that he uses, does not 
turn out blue-gray half washed linen. The nurse 
who is stimulated to newer and better methods 
of applying her professional knowledge does not 
retrograde, does not become sloppy and careless. 

The great preventive of stagnation and retro- 
gression is inspiration. Inspiration must come 
from the top. No person is fit to be a leader of 
other persons unless he can keep them continu- 
ally inspired to better, more efficient, more eco- 
nomical, more kindly, more broad-minded per- 
formance. Therefore, if the head of the hospital 
is not able to create this inspiration in his sub- 
ordinate personnel he is a failure. 

The same thing applies to the permanent medi- 
cal staff. The attending physician or surgeon is 
daily establishing all sorts of contacts and a cer- 
tain proportion of these stimulate him. Com- 
petition makes it necessary that he keep himself 
abreast of his profession. Pride demands that 
he get into no rut, but the members of the per- 
manent staff who rarely see anything of life out- 
side the walls of a hospital are very apt to allow 
their minds to run along a groove and the 
smoother the groove, the fewer obstacles encount- 
ered in its traverse, the greater is the retrogres- 
sion. These require inspiration and stimulation 
in order that they may be uplifted and thus be- 
come the means of disseminating to the rest of 
the hospital personnel fresh enthusiasm, new zest, 
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in their several occupations. 

Inspiration comes from within and from with- 
out. Except in the case of genius, and then only 
to a very small degree, inspiration is not endogen- 
eous. For the great bulk of humanity, inspira- 
tion is exogeneous. It is an illusive thing. It will 
not come by sitting still and taking thought. It 
must be sought outside of the usual environment. 
The easiest place in which to hunt for it is by 
reading. Hence the good journal, the good book, 
are the places where, by the least expenditure of 
effort, inspiration may be found. But valuable 
and necessary as are good books and good period- 
icals, they are, at best, long range contacts with 
other minds and are, therefore, less fertile in in- 
spiration than the field of actual, real contact with 
living, active human beings. The hospital worker 
cannot withdraw himself into his shell and, by 
reading alone, hope to get inspiration and through 
it achieve better performance. 

The medical society, the staff meeting, the 
journal club all serve to amplify and strengthen 
the inspiration which may come from reading. 
Many hospital workers make the mistake of be- 
lieving that they may improve themselves to the 
highest degree by reading material bearing 
strictly on their profession. This begets a narrow 
outlook. The hospital is the most human of all 
places in the world. To it is brought every prob- 
lem of the mind, body and soul of humanity. In 
order that the hospital worker may appreciate 
the breadth of his field and that he may intelli- 
gently approach these great human problems, he 
must cultivate a breadth of mind, and soul as 
well as a breadth of knowledge. Therefore, in 
his reading he must study the humanities; he 
must delve into the broader problems of biology; 
he must, by means of the printed page, travel in 
far distant lands; he should uplift his soul by 
poetry and fiction of the better sort. 

Although each of the methods mentioned has 
its proper and definite place in the search for in- 
spiration, there is a better way than all of these. 
This is by contact with people outside the en- 
vironment in which one works and lives. To do 
this, it is necessary to travel; to visit other hos- 
pitals; to attend meetings of various sorts; to 
rub elbows with other people, other ideas, other 
ideals and other customs and, returning to the 
chosen field of labor, rich in new inspirations to 
better work and higher things, to sow in the souls 
of subordinates that which has been garnered. 
And let it not be forgotten that there is a fertile 
field in every hospital worker for implanting the 
seed of inspiration. To be sure, no one kind of 
seed will thrive best in every sort of soil. There- 
fore, if the harvest is to be a rich one, the plant- 
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ing must be done with due regard for differences 
of seed and soil. Having thus planted, the crop 
must be watered by interest, it must be cultivated 
by opportunity, the weeds of sloth must not be 
allowed to gain a foothold, lest they choke out 
the tender growing plant which is to blossom and 
to reach that fruition of performance which is 
to bring to those who are sick in soul and body 
cure, improvement or alleviation. 








IF | WERE THE BOSS 


HAT a difference there is between look- 
Wy ing up and looking down! How differ- 

ently things appear when viewed from 
the boss’s chair and from the subordinate’s stool! 
And yet don’t all of us like to think what we 
should do if we were suddenly invested with the 
boss’s authority? “If I were the superintendent 
of this hospital, I’d improve this, that and the 
other condition.” “If I were chief nurse, I’d put 
a stop to that.” “If I were a member of the staff, 
I’d remedy such and such things.” 

Should we? We might at first try to alter these 
conditions but before long we should learn the 
limitations of our authority and of our budget. 
We should find that the boss had been at work 
on these very problems which we fondly imagined 
we had discovered, that he had anticipated the 
necessity for changes and that he had approached 
them with a full knowledge of the obstacles 
which stood in the way, obstacles which 
were invisible to us looking up but which 
were perfectly apparent to him looking down. Un- 
less we were besotted egoists, we should feel very 
humble and much chagrined. 

Time, work and foresight will cure almost any 
administrative evil, but many times a whole se- 
ries of moves must be made before the objective 
is reached. Administration consists in knowing 
how, when and in what order to take each -step, 
and in having the courage, patience and industry 
to carry out the program. Administrative mir- 
acles are extremely rare; end-results are fre- 
quently achieved by a long process which is so 
gradual as to be scarcely noticeable. Like the 
forces of Nature, the change goes on so slowly as 
to be almost invisible. 

“If I were boss” bespeaks a desire to be boss, 
a laudable ambition but one to which there is 
only one sure road. Painstaking, intelligent labor, 
loyalty to the job, vision beyond the immediate 
work in hand make the ladder to achievement. 
Positions of authority are not reached and held 
by meteoric flights but by work, lots of it, and 
cooperation with the rest of the team. Knocking 
the boss, sloth and carelessness are the surest 
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ways to prevent promotion to broader fields and 
higher responsibilities. The place to initiate the 
if-I-were-boss attitude of mind is in its relation to 
one’s own job. Few of us do our own particular 
task in the world’s work so well that we have time 
or strength left over to worry about how the boss 
is doing his. 








SHOULD THE MENTAL HOSPITAL BE A 
ONE STORY BUILDING? 


WIDESPREAD description of the U. S. Vet- 
A erans’ Hospital, No. 76, Maywood, IIl., 
makes a point of the length of the build- 
ing—two-fifths of a mile. Wherein there is merit 
in a hospital because of its length or height or ex- 
pense is not indicated. Some years ago New 
York state built a state hospital at Central Islip. 
The main building is one mile from tip to tip. 
The institution was distinguished by this fact and 
became a sort of freak. When it came time to en- 
large it, its trustees designed groups of one-story 
cottages about which the flowers and shrubbery 
grow as they would about an old-fashioned home. 
Even the mentally ill know which buildings they 
want to live in. 

Neuropsychiatric cases, we are told, occupy one 
four-floor unit whose windows are protected with 
the latest type of screens. Four-story Veterans’ 
Bureau hospitals for mental cases seems rather 
out-of-date now when the one-story cottage seems 
to be the prevailing type of state hospitals. 

Several states have adopted the one-story build- 
ing as the model for this type of the sick. Several 
years ago Illinois abandoned screens and bars of 
all kinds, removing them even from three story 
buildings where it was possible to remove them 
from the masonry. No new ward building with 
screens or bars has been erected in that state 
in the last eight or ten years. 








“CONVALESCENT WARDS AND 
INFIRMARIES 


N THE specialization of the modern hospital, 

| the demand for appropriate quarters and facil- 

ities for the convalescent, the infirm and the 
chronic becomes more insistent. 

The hospital, having seen its patient through 
the critical or acute stage of his illness, may not 
discharge him until he is fully prepared to stand 
alone, but to keep a convalescent where his room 
is always in great demand often works a hard- 
ship upon those in need of immediate or emer- 
gent admission. A second problem which hospitals 
confront is the chronic, semi-ambulatory, or in- 
firmary patient who does not require the same 
service as the acutely ill, but who from time to 
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time needs care and supervision. 

The same conditions in life make both the con- 
valescent and the infirm a hospital problem. Fam- 
ilies are living in such close quarters, in flats and 
apartments, that it is impossible to give the sick 
the proper attention in the home. They must, 
therefore, go to the hospitals. The hospitals, more- 
over, must not return its patient to his place of 
abode until he is ready to look after himself, and 
it must provide suitable quarters for invalid types, 
which are as numerous as they are often complex. 

Institutions, which have difficulty in raising 
their budgets for current operating expenses, find 
it very hard to accumulate enough funds with 
which to erect and equip those departments which 
the public easily recognizes as essential and the 
need for special departments is not so apparent 
to the contributor. However, there is no doubt 
that the demand for the convalescent ward and 
the infirmary as components of the modern hos- 
pital is increasing. The public must be educated 
to the situation just as it is being educated to 
other needs in hospital development. 








MR. WEBER GOES TO GRACE HOS- 
PITAL, NEW HAVEN, CONN. 


HE president of The Modern Hospital Pub- 
i lishing Co., Inc., announces that Mr. Joseph 

J. Weber, editor of THE MODERN HOSPITAL, 
has been appointed director of Grace Hospital, 
New Haven, Conn., and will assume his duties 
at that institution during the coming month. 
For the time being and until the appointment of 
his successor Mr. Weber will continue general 
supervision of the editorial department of THE 
MODERN HOSPITAL. The good wishes of the entire 
organization, of which Mr. Weber has been a part 
for the past six years, go with him into the new 
work, as will also the interest and good will of 
the readers of this magazine. 








N. Y. HOSPITAL ASSOCIATION FORMULATES 
. PLANS 


Dr. Nelson W. Thompson, superintendent, United Hos- 
pital, Port Chester, N. Y., and secretary of the Hospital 
Association of the State of New York announces that 
the officers and executive committee of that association 
held a meeting on May 14 when they drew up a constitu- 
tion and by-laws. 

The meeting was held at the home of Col. Louis C. 
Trimble, superintendent, Post-Graduate Medical School 
and Hospital, New York. A second meeting, with Dr. 
George O’Hanlon, at Bellevue Hospital, New York, was 
held on June 24, when further plans for organization 
were formulated. 

It is hoped that during the summer every hospital in 
New York State will have at least one member in the 
association. Further plans will be announced later. 
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HOSPITAL AND COMMUNITY INTERRELATIONSHIPS 
IN A METROPOLITAN AREA* 


By H. J. SOUTHMAYD, CLEVELAND, OHIO 


pital are of two classes: social relationships and 

physical relationships. The social relationships are 
abstract and not determinate in a finite sense, while the 
physical relationships are subject to quantitative presenta- 
tion and analysis. Social relationships may be with in- 
dividuals singly or with organizations of individuals. 
Physical relationships originate principally in the number 
of individuals residing within the community, and their 
distribution at home and at work. 

Relationship implies dependence or interaction. Indi- 
viduals depend upon their institutions for a service, the 
institution depends upon the individual for support. In- 
stitutional capacity depends upon the number of units 
to be served. Organizations pursuing the same or kin- 
dred lines of endeavor come into contact and interact. 
Relationships may be antagonistic or cordial. Interaction 
may result in conflict or cooperation. 

The community socially is a number of human beings 
organized first as a body politic for purposes of govern- 
ment or may be composed of several such political units. 
Within the community individuals voluntarily organize 
themselves into countless groups for the furtherance of 
their professions, industry and commerce, education and 
art, public welfare, religion, recreation, fraternalism, 
labor, government, each aspect being represented by many 
groups and all together sponsoring many institutions. In 
the final analysis relationship of some degree exists be- 
tween all organizations and institutions but the com- 
plexity of the aggregate is beyond the capacity of one 
mind or one generation to solve. Lines of organized en- 
deavor often parallel with duplication of effort, converge 
with conflict, diverge when they should meet, always with 
loss but still at a gain over totally unorganized effort. 

Social progress depends upon organization and organi- 
zations are effective to their greatest degree when their 
functions and relationships are clearly defined and made 
to function in a community scheme with the least fric- 
tion. 

Incomprehensible as the multiple relationships of the 
total of the community’s activities may be, the relation- 
ships of a certain line of endeavor, still great in number 
and often obscure in quality, must be defined to certain 
depth if the activity is to exist. The status, growth and 
evaluation of an activity depends upon the deptk to which 
its relationships are defined and in some cases deeper an- 
alysis will reveal the advisability of radical alteration 
of policies and contraction or even elimination of an ac- 
tivity rather than a policy of expansion often pursued 
with great fervor. 

The hospital represents one of the many organized ac- 
tivities of the community. Its functions contemplate 
possible relations to each individual in the community. 
Theoretically a relationship of some description may be 
traced to any organized activity in the community, be it 
commercial, industrial, religious, educational, or govern- 
mental. This follows by virtue of the fact that any indi- 
vidual of the community may come into the hospital as 


*Essay which received honorable mention in The Modern Hospital 
Publishing Company’s prize essay contest on “The Interrelationships 
of Hospital and Community,”’ which closed November 1, 1924. 


To relationships between the community and hos- 


a patient at the same time bearing direct relation to some 
other organized effort as an employee or officer. So it 
is that, while numerous relationships may be traced be- 
tween the hospital and the community through individuals, 
certain of these relationships in themselves may not be 
essential to the organization of a community plan. 

There is the community on the one side and the hos- 
pital on the other affording innumerable potentialities for 
an organized community plan. The community represents 
a number of individuals organized as a unit or group for 
government and for a multiplicity of other purposes. The 
hospital also is an organization, governmental or volun- 
tary, within the community organized for the single pur- 
pose of health promotion; but, just as the community 
purpose breaks into divisions and departments, so the 
single purpose of the hospital divides into many special- 
ized activities, each a center of organization. 

The interrelationships between the community aud the 
hospital are as between individuals and organizations. 
The hospital is concerned with individuals as patients, 
employees, professional personnel and possible contribu- 


‘tors to hospital support. The hospital is related princi- 


pally to those organizations, governmental departments 
and voluntary agencies whose line of endeavor is in the 
health field. Other organizations in which the hospital 
is concerned are those to which the hospital looks for 
financial support, such as foundations and community 
funds. 

With this conception of the status and potentialities of 
hospital and community interrelationships, the local sub- 
ject chosen for the present discussion is a metropolitan 
area consisting of a large urban center surrounded by a 
number of suburban communities, the area having a pop- 
ulation of one million. 


Essential to Organize Health Agencies 


Before any community can develop an inclusive hos- 
pital program, an absolute essential is the organization 
of those agencies concerned with health promotion to the 
extent at least that information relating to the demand 
for hospital facilities may be available at a central point. 
This includes a knowledge of the total existing facilities 
as well as the extent to which they are utilized and refers 
not only to bed capacity but to the need and availability 
of other forms of hospital equipment for diagnostic and 
therapeutic purposes, dispensary, social service and other 
facilities in the community as a whole or in any circum- 
scribed part, and for the various economic and medical 
classes of patients. The organization of the hospital in 
a large community with direct lines of communication be- 
tween the hospital organization and agencies engaged in 
health promotion, as well as other social services, in es- 
sential to this proposal. 


Is Community Providing Adequate Hospitals? 


Through such coordination the community should know 
at all times through periodical reports between agencies 
the degree to which its responsibility for hospitalization is 
being met and there should be no question as to the need 
for the expansion of hospital facilities, the economic and 
medical accommodations, sufficient or inadequate, and the 
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particular area which needs added facilities. 

The extent to which hospital facilities are needed in a 
community cannot be expressed in terms of ratio of beds 
to population. Many factors, including the composition 
and characteristics of the population, industries, trans- 
portation facilities, the fact of a medical educational cen- 
ter, the general progressiveness of the community, all 
create a variable demand for hospital facilities not sub- 
ject to numerical representation. The possibility of stand- 
ardizing a ratio of hospital facilities to population is 
therefore precluded. If in comparison with other com- 
munities a given community is found to have a low ratio 
of hospital beds to population, it is not prima facie evi- 
dence that the hospital capacity should be immediately 
increased to a par with its sister communities. It should 
be first determined whether those who apply for hospital 
service are unable to secure such service because of lack 
of facilities. If so, expansion is needed; if not, it should 
be determined whether certain types of cases hospitalized 
in other communities do not apply for hospital beds in 
this community. The reason for this situation should be 
found and whether it is resulting in unnecessary loss of 
human life or productive capacity should be deter- 
mined. If so, the education of the public and the 
medical profession of the community in the use 
of the hospital is indicated before an_ extensive 
hospital building program is undertaken. Such a situa- 
tion might be the result of offering a low standard of 
service in existing hospitals or, again, of charges for serv- 
ice beyond the ability of the public to meet. It is im- 
possible to enumerate all of the factors that might in- 
dicate variable ratios of hospital facilities to population 
in various communities. Each community presents its 
special problems, ever changing with the progress of 
kindred activities within the community. The hospital 
facilities of a community should be such that any pa- 
tient applying should receive prompt and adequate serv- 
ice. If he cannot, the fact, in each instance, with detailed 
particulars, should be reported to the central bureau. 
Such information together with routine reports of cc- 
cupancy of various classes from each hospital in the 
community, together with anticipation of the community’s 
growth and cooperation with related agencies in promo- 
ting hospitalization as a public health measure, should 
enable the community to keep abreast of the demand for 
hospital facilities without taking recourse in an arbitrary 
ratio based on the experience of another community whose 
population is inherently and vastly different. The com- 
munity program for social service in the second com- 
munity may in general be far in arrears or far in ad- 
vance; its location with respect to hospital facilities in the 
surrounding territory may throw a variable burden upon 
its hospital facilities. The effect of a medical school 
within a community with a large, nationally known staff 
attracting patients from the country over, is an important 
factor in determining needed bed capacity. 


Are Present Facilities Wisely Arranged? 


While prospecting for adequate hospital facilities for 
a community, it would be the duty of the central bureau 
to determine whether the existing facilities are best ar- 
ranged to meet the economic status and medical type of 
yatients the community produces; whether patient turn- 
over is as rapid as possible consistent with the patient’s 
ultimate welfare, and whether hospital facilities are being 
occupied unnecessarily by those whose illness might be 
cared for at home with equally good results. Hospitaliza- 
tion is a service which entails community expense and is 
not. to be indulged in for the convenience of any individual. 
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The community accomplishing the greatest number of hos- 
pital day treatments for a unit number of the total popu- 
lation is not, by virtue of that fact alone, accomplishing 
the greatest amount of social and economic good. 


Cooperative Efforts Essential to Sound Program 


A sound community hospital program may be deter- 
mined upon by the cooperative effort and coordinated ac- 
tivities of the hospitals and related social agencies. It 
cannot be done without such organization and coordination. 
The plan requires frequent periodical reports from all 
agencies concerned to a central hospital bureau, the data 
gathered to aid in defining a hospital program for the 
community. A central hospital bureau is equally justified 
by the opportunity offered to engage in cooperative serv- 
ice activities such as purchasing, collecting and others 
that policy might dictate. Standardization of certain pro- 
cedures would be undertaken, special studies of general 
application to hospital operation, budget and cost com- 
parisons would be made. Such an organization might well 
be a bureau or department of a larger general organiza- 
tion for community social service. Its general function 
would be to maintain cooperative relations between the 
hospitals of the community and other organizations’ en- 
gaged in health activities as well as organizations engaged 
in other forms of social service. Organizations not en- 
gaged in social service but upon whom the _ hospital 
depends for financial assistance, and those which depend 
upon the hospital for service to employees, or others who 
may come within the scope of their activities, should be 
included in the scheme of established relationships. 


Relations With Government Agencies Essential 


In the health field definite relations would be established 
with governmental agencies, such as the welfare and health 
departments, for the hospitalization of indigents and con- 
tagious disease, the reporting of contagion, births and 
deaths, tuberculosis, venereal disease, industrial accidents 
and disease, and other classes of patients who may be in- 
cluded in the governmental health program; the police de- 
partment and coroner for, the care and_ reporting 
of accidents involving hospital care, for reporting evidences 
of crime and for securing autopsy permits. Relations 
with voluntary agencies undertaking the same or similar 
activities would likewise be established. The possibilities 
of mutually profitable relationships with manufacturing 
and commercial organizations, church federations and edu- 
cational institutions, labor and fraternal organizations, 
would be investigated. The support of newspapers would 
be enlisted through a definite policy whereby they would 
derive the greatest news profit from the hospital con- 
sistent with the patient’s interest and whereby they would 
assist the hospital in properly interpreting the institution, 
its aims, finances and limitations to the community, and 
in campaigns to raise funds necessary to the hospital’s 
existence and progress. 

In establishing such relationships, it should be borne in 
mind that the hospital is but one of a number of social 
service activities in the community and its program should 
work smoothly into the larger scheme. Publicity programs 
should not conflict; relationships should not become en- 
tangled. 


Autocratic Attitude of Central Bureau 


The danger to be avoided in an organization of hos- 
pitals or of other voluntary social service agencies, is 
found in the temptation of the central bureau to assume 
an autocratic attitude. This attitude is the result of the 
opportunity afforded the central office to accumulate data 
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and make a constant study of the broader aspects of a 
common problem. Clearly as a solution may be seen from 
a central standpoint, it must be remembered that the in- 
dividual agency is in immediate contact with a practical 
situation and as a result may be in a better position to 
judge. On the other hand, the judgment of the central 
agency may be correct. This, however, does not justify 
an arbitrary decision even in the face of a minority op- 
position as this may result in alienation or, at best, a 
neutral attitude and loss of interest by those whose ideas 
are submerged. Even with the agreement of the repre- 
sentatives of individual agencies, standardized policies 
and methods may be carried to a point where the initiative 
of individuals within the agency is stifled with a loss to 
ultimate progress. As members of governing boards have 
but an incidental interest in the social service agencies 
they represent, the executive representatives of the insti- 
tution should have a controlling voice in the determination 
of the more intimate policies. 

In the hospital field, at least, it is important at this 
me that the autonomy of the separate institutions be 
preserved as the hospital in its modern conception is yet 
in the pioneer stage. Commendable policies and practices 
peculiar to each institution visited are found. At this 
time it might be unwise arbitrarily to require any in- 
stitution to discard any such peculiar feature in favor of 
one more generally used. The central agency should not 
contemplate control or supervision, if supervision defines 
any aspect of control, but should rather bear the relation 
of a service and study organization, recommending the 
adoption of such policies and practices as are unques- 
tionably of general application. 


Various Classifications of Patients 


The relationship of the hospital to the individuals of 
the community is chiefly as patients. The institution 
exists for the patients. Its functions revolve around 
him. 

Patients are classified mainly from two aspects: patho- 
logical, or medical, type and economic status. Lesse1 
classifications divide them into infant, child and adult; 
ambulatory and bed patients, maternity and newborn, and 
others of minor importance. Each individual member 
of the community is potentially a hospital patient of one 
class or another. 

It is axiomatic that the function of the hospital is to 
return the patient to the community as a producin~ unit. 
This may be supplemented by adding that this obligation 
should be discharged in the least time and with the great- 
est assurance that he will continue a producing unit. It 
is the duty of the community to establish and svpport 
hospital service; the duty of the hospital to perform its 
function faithfully. 

In discharging its obligation to the community, the 
hospital is faced with the necessity of training personnel 
to care for the patient of the future, so that educa- 
tional activities, while secondary to the immediate purpose 
of the institution, are of prime importance to the future 
of the community and the hospital. In this category not 
only must the hospital train personnel, but as the hos- 
pital provides the meeting place of patient, the healing 
profession and facilities for diagnosis and treatraent, it 
becomes the logical laboratory for research in Lealing. 
Education and research therefore become functions of 
the hospital that are not limited to the nursing and medi- 
cal professions alone but include the dietary and other 
professions as factors in healing. But the function of the 
hospital goes further. Illness and poverty, illness and in- 
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dustry and illness and ignorance are related. The hospital 
as a center for the study of disease must be concerned not 
alone with healing but also with the cause, prevention and 
results of disease. It therefore may reach into the homes 
and the workshops with a service of education and help- 
fulness described as hospital social service. As this form 
of social service constitutes a large part of the total 
social service possible, and involves a special and tech- 
nical knowledge, it constitutes a distinct branch of social 
service, and offers further opportunity for the education 
of hospital personnel. 


Hospital Functions in Realm of Education 


From its original and still fundamental function, limited 
to remedial measures in the hands of physicians and 
nurses, the hospital is conceived today as being concerned 
with the cause, cure and consequence of disease, its pre- 
vention and study. In pursuing these ideals, the realms 
of education and social science are actively entered. It 
has become an institution active in the public health, allied 
social service and educational fields. 

The reciprocal relationship between the hospital and 
the patient is the obligation of the hospital to render the 
service for which the patient was admitted and the obli- 
gation of the patient to compensate the hospital for the 
service rendered. 

The function of the hospital in relation to the patient 
in the institution at a given time is not identical with 
its relation to the community. To the patient, the hos- 
pital’s function is one of remedial health service. To the 
community at large, there is the added obligation of ex- 
pansion and perpetuating its service through personnel 
training for the benefit of future patients and society 
at large. This entails activities in the field of disease pre- 
vention, medical and social research and education. The 
public conception of hospitals is gained from experience 
as patients or as relatives and friends of patients and 
in an abnormal mental and hypercritical state. The 
public, therefore, has a distorted and limited view of the 
hospital as an institution established for remedial health 
service to the individual at the present time. 

The practical reaction of this lack of public apprecia- 
tion of the present day hospital is complaint against the 
cost of hospital service in view of the return as seen by 
the patient. From the public standpoint, complaint is 
justified. The patient does have to wait too often and too 
long for a bedpan, or for more bed clothing or more 
heat. The bill is too often beyond his ability to meet with- 
out undue sacrifice, if at all. From the hospital’s stand- 
point it may be said that an unbelievable task is being 
accomplished with limited means, funds and personnel and 
under handicaps of precedent, individualism and lack of 
fundamental community data for planning as well as 
operating. 


Patient Seldom Meets Full Financial Obligation 

The patient has never met his financial obligation to 
the hospital if it is assumed that he should return for 
service rendered the cost of establishing and operating the 
institution. If the cost of establishing the institution 
and all other costs, except bare cash outlay for operat- 
ing purposes, be omitted, still in this country the income 
from patients equals only about two-thirds of the current 
cost. On the other hand, the cost of hospital service, the 
physician’s fee, loss of income and other expense inci- 
dental to the average case of hospitalized illness is equiva- 
lent to 17 per cent or more of the annual income 
of over one-half of the population and 9 _ per 
cont to 17 per cent of 85 per cent of the population. 
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Then consider that ten per cent of the total number of the 
population of a large urban community receives hospital 
bed service each year and that this means that each fam- 
ily may expect a hospital experience every two or three 
years and it requires not the least stretch of imagination 
to understand why the public, as hospital patients, do not 
and cannot pay much, if any, more than two-thirds of 
the cost of hospital operation. 


Cost of Remedial Service 


As the relations of the hospital to the patient and to the 
community are not identical, neither does the cost of hos- 
pital operation and the cost of remedial service amount 
to the same total. The patient contemplates personal 
service, the community, progress in public health and per- 
petuity of the hospital institution. The cost of hospital 
operation may therefore be divided into service cost and 
extra-service cost. Practically speaking this is not done 
but may and should be done as a basis for determining 
sound community and hospital financial policies. Some 
idea of the importance of the extra-service cost may be 
gathered when it is known that in a group of typical 
hospitals spending four million dollars annually for cur- 
rent operation, the cost of maintaining personnel ,is es- 
timated to be very nearly one million dollars. Easily two- 
thirds of this may be traced to the maintenance of student 
nurses, chargeable to educational activities, an extra-serv- 
ice cost. The student nurse system now in use is an ap- 
prentice system devised to enable the hospital to live as 
nearly as possible within its income. In return for her 
training the student rendered service of all descriptions, 
at first menial, diversified with practical training. At the 
present time, however, theoretical instruction with serv- 
ice limited to certain aspects of patient care is the pro- 
gram, necessitating employment of paid personnel in larger 
numbers. This development naturally increased operating 
cost, both service and extra-service costs mounting as a 
result. The student nurse is a valuable service unit in 
the hospital organization and the hospital will continue 
as a center for the training of young women for service 
in the nursing profession while institutions of higher 
education provide curricula for their further education to 
provide for filling executive and teaching positions. It 
would seem, however, that either some method of reducing 
the cost of training must be devised or some new method 
of financing be found as there is today grave question 
whether the value of the service rendered by the student 
equals the cost of her training. This challenges the econ- 
omy of the apprenticeship system which has been chal- 
lenged, found wanting and discarded in other lines of 
endeavor. The training of student nurses is but one of 
the extra-service activities of the hospital, in point of 
cost the greatest. If it is granted that 20 per cent or less 
of the total cost of hospital operation is found in the 
maintenance of student nurses, that this is but one factor 
in the cost of nurse education and that nurse education 
is but one of many extra-service activities engaged in, 
the importance of these activities from the standpoint of 
community and private wealth may be appreciated. 


A Question of Justice and Social Economy 


It follows then that while the patient fails to meet the 
cost of operating hospitals by one-third of the total, it is 
by no means demonstrated that he does not return in full 
the cost of the service rendered him. The pertinent ques- 
tion here is the inherent justice and true social economy 
of a system which requires the public as patients, as tax- 
payers, and as contributors to charitable funds to under- 
write the deficits of institutions, whose deficits are created, 
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or largely contributed to, by the cost of extra service ac- 
tivities. The point is further emphasized when it is ob- 
served that these extra service activities equip individuals 
with a specialized knowledge which permits a standard 
of living above the average. So much is a thought, a 
basis of study to find the facts upon which to determine 
policy. The practical questions to be answered are:— 
What part of the hospital cost is chargeable to extra- 
service activities? Is the proportion sufficient, and the 
benefit derived by individuals sufficient to require their 
self-support or new methods of financing? It is one of 
the first duties of a community hospital organization to 
find the answer and define a policy. Lack of essential 
data does not permit definition at present. The question 
is not whether extra-service activities should be curtailed, 
but who shall pay the cost, and when. In the end, the 
public always pays but under the present system it may 
be that it pays the cost of educating individuals and 
then pays again for the service it has taught them to 
give. <A possibility of course is that, if the individual 
must pay for his education, his charges for service will 
be correspondingly higher, the final cost to the public 
being the same. The latter plan has the advantage of 
placing the charge directly upon the beneficiary of the 
service. 

The hospital deals with individuals as patients incapa- 
citated in varying degrees by physical and mental causes. 
These patients are of all ages and of various social and 
economic grades. For reasons of economy, proper service, 
and convenience, the various classes of patients require 
different types of accommodations. These different types 
of accommodations in certain cases are properly found 
in the one institution. In some cases, undoubtedly, all 
requisites may be satisfied by providing separate institu- 
tions. There is no doubt that in the interest of economy 
the establishment of separate institutions for different 
medical classes and age groups has gone too far. The 
situation also complicates the question of giving thorough 
training to hospital personnel. A definite policy dis- 
couraging the multiplication of hospitals in the commu- 
nity should be adopted. Lower unit cost and more com- 
plete service will result. 


Large, Complete Units Urged 


Ideally, service in each hospital should furnish adequate 
nursing attention with medical service instantly available 
and should provide every known means of diagnosis and 
therapy applicable to the patients under their care. This 
ideal is not economically possible until it is recognized that 
larger complete units should replace the numerous small 
and poorly equipped and manned institutions. Medical 
and nursing attention is, and will continue to be, given 
in the home as much illness does not require professional 
nursing and instant medical attention. It is only those 
cases which do require such service or those which in 
addition require the use of immobile equipment and sur- 
gically clean environment that are legitimate hospital 
ceases. It is the combination of bed and special facilities 
not available at home or in the physician’s office that 
justifies the existence of the hospital and the institution 
which does not possess this combination has little to recom- 
mend its being, except as institutions of convenience, in 
which instance they should not constitute a lien on charity. 

The recognition that the economic status of the indi- 
viduals of the community did not permit the hospital to 
carry on out of its earnings gave rise to the problem of 
community finance. The care of the indigent has long 
been recognized as a responsibility of organized society 
and in the hospital field the various political subdivisions 
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have established and are operating hospitals for the care 
of indigent patients. Rarely, however, in a large commu- 
nity is the capacity of the municipal hospital facilities 
adequate to meet the problem. Hospitals are voluntarily 
established by various charitable groups to meet the need 
of this service for the non-indigent; most of whom still 
cannot afford the full cost of hospitalization. These in- 
stitutions also care for the indigent not cared for by the 
city institution. Making good the deficits of these in- 
stitutions is a community problem of finance. The com- 
munity policy should be to provide for the care of the 
indigent by taxation to the greatest possible extent, leav- 
ing the voluntary institutions to care for those who can 
pay in full or in part for the service, and such remaining 
indigents as are not cared for by the city for various 
reasons, such as lack of capacity or of certain necessary 
facilities in the city owned hospital, medical educationai 
policies, or desire for care by a preferred physician. 

The care of communicable disease is also regarded as an 
obligation of the government and, where a city hospital 
already provides for this class of patient, the force of 
the community should be given to its support, develop- 
ment and improvement, discouraging the establishment of 
additional hospitals for that purpose. Those who can 
afford the cost of the-care of contagious disease in the 
city institution should be required fully to compensate 
the city on the basis of cost of operation. Minor urban 
units of the community should use the establishment of 
the large community center, paying for the care of their 
indigents on a full cost basis. In general, the division of 
the community hospital deficit between taxation and 
private funds should be on the theory that the care of the 
indigent is a government function while voluntary con- 
tributions meet the deficit arising from the care of part- 
pay patients. 

Comparative studies show that in the community under 
consideration, private philanthropy is bearing an undue 
share of the cost of community hospitalization and steps 
should be taken to transfer the surplus to taxation, the 
more equally to distribute the load and relieve the com- 
munity of too great a dependence upon private wealth. 
Private philanthropy donates to hospital service in the 
form of funds to be used immediately for current pur- 
poses and as endowments, the income of which may be 
used for this or other specified purposes. In view of the 
increasing extra-service cost of hospital operation, it would 
be wise to adopt a policy tending to turn a large propor- 
tion of endowment income into extra-service expense and 
depend upon current contributions for service expense. 


Central Plan of Financing Recommended 


A central plan of financing hospitals and practically 
all other voluntary social service agencies through a 
community fund is thoroughly recommended. In sub- 
sidizing the hospitals, the general plan is to make up the 
hospital deficit after earnings from endowment and op- 
eration. The variable volume and standard of community 
work done by the hospitals and their efficient or inefficient 
management is not considered. A plan should be de- 
vised whereby the amount of the subsidy would be in 
proportion to the work done. Efficient management would 
be encouraged thereby. 

The relationship between the hospital and the commu- 
nity through the medical profession is by virtue of the 
fact that the medical profession represents a well or- 
ganized force in the community and an essential group 
in the hospital organization. Positive and active rela- 
tions should be set up between the central hospital and 
medical organizations looking toward the development 
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of their common interests. A wide field for cooperation 
in promoting the community health is offered here. In the 
hospital the medical profession is, or should be, repre- 
sented by a definite staff organization. As individuals 
and as an organization, the medical staff must be respon- 
sible to the hospital administration if the highest form 
of community service is to be rendered. 


The Hospital a Collective Patient 


The hospital has been described in metaphor as a su- 
per-physician and again as a glorified nurse under direc- 
tion of the super-physicians. The hospital is neither. If 
metaphor is to be used the hospital is a collective patient; 
the administration of the hospital is his representative in 
relations with the medical staff and others upon whom 
he depends for hospital service. 

The hospital physically is the property of the public; 
an institution erected and equipped by public funds for 
public use; a temporary habitation during illness. Funda- 
mentally the relation between the hospital and the phy- 
sician is identical with the relation between the physician 
and the patient in the home. There is no difference of funda- 
mental relation. There is merely a difference in location 
and detail that describes the difference between the indi- 
vidual and organized relationships. In effect the patient, 
in serious illness, instead of calling the physician to his 
home calls him to the hospital where he, the patient, has 
provided out of his own resources certain facilities that 
will enable the physician to make a more accurate diag- 
nosis and take more effective measures of treatment re- 
sulting in a more certain, speedier and more lasting re- 
covery of the patient; true, but incidentally increasing 
the professional knowledge, reputation and personal earn- 
ing power of the physician in conserving and concen- 
trating his energies and providing him with expert as- 
sistance and equipment. 


Appointment of Physicians Discussed 


The physician’s habit of mind as a free agent, his in- 
herent individualism, his specialized knowledge of the seri- 
ous business of life and death explains the too often 
found attitude of independence to the hospital administra- 
tion. Responsibility to a hospital administration does 
not imply interference with his free agency in the im- 
portant aspect of his right to use professional judgment 
in the treatment of a patient if within the law and the 
ethics of his profession. It does imply the right of the 
administration to regulate his movements in the institu- 
tion, the use of hospital equipment, and to specify reason- 
able services to the poor applying to the hospital for 
service in return for the personal benefits he derived 
from his hospital connection. Under the present system, 
it is assumed that with the discharge of his cbligation 
in caring for the poor in the institution, the physician 
balances his account with the hospital. A corollary then 
would be that further service, lectures to student nurses 
for instance, creates a balance in his favor. As counter 
to this, it is pointed out that the balance must be in 
favor of the physician, the proof being that appointments 
on hospital staffs are eagerly sought. As between hos- 
pital and physician, there can be no question as to which 
profits most. It must be the physician, as there is no 
profit, pecuniary or other, accruing to the hospital. The 
hospital and physician have a common objective, the one 
an organization purely public spirited, the other an indi- 
vidual whose profession is among the highest in potenti- 
alities and practice for public good. As always, the individ- 
ual must subserve to the organization if the mutual] objec- 
tive is to be reached with the least effort and most good. 
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The community engaging in hospitalization and depend- 
ing upon the medical profession for service to its patients, 
assumes a degree of obligation to provide the physicians 
of the community with hospital facilities for the care of 
their private cases. The hospitals in their zeal to main- 
tain high standards and produce the largest income are 
wont to appoint on their staffs the physicians of the 
community who have the largest clientele. Thus a few 
physicians of many monopolize the bed capacity of the 
community while less known, though thoroughly capable 
physicians are faced with the alternative of caring for 
a hospital case in the home or turning it over to a better 
known colleague. It is not beyond the realms of possi- 
bility in this situation that the community suffers greater 
loss than if a more liberal policy with respect to staff 
appointmerts were observed even at a slight sacrifice to 
standards. If it is assumed that the community affords 
a given number of cases of the hospital type and the bed 
capacity of the community were sufficient to care for 
that number, unjust discrimination is being practiced 
when a reputable physician must refer a case in order 
that it may have proper care. Such policy contributes 
to the establishment of the small poorly equipped hospital 
with the result that the average standard of hospital 
service in the community is lowered in spite of the effort 
of the larger, well equipped institutions to maintain a 
high standard. 

A thoroughgoing study of this situation in cooperation 
with the medical men’s organization might reveal that 
the community is sadly deficient in hospital facilities, if 
the legitimate hospital cases of physicians who do not 
have hospital connection were to be properly provided for. 
If hospitalization is a community asset, such a study 
should be undertaken and, if indicated, necessary addi- 
tional facilities should be provided. 

Social service became part of the community hospital 
program when it was recognized that the patient’s eco- 
nomic status, social condition and general environment 
were factors contributing in a large measure to his physi- 
cal and mental incapacity. They were found to be directly 
related to the origin, continuance and recurrence of his 
disease. They were responsible for his constant appear- 
ance in the dispensary, his hospitalization ultimately and 
his recurring hospitalization finally. Great economic loss 
was evident and social service was called upon to correct 
the environment, determine the cause, and relieve eco- 
nomic distress and promote social standing. Up to this 
point the patient was required to come to the hospital for 
service. With the inauguration of social service, the 
hospital sent representatives into the field on the theory 
that measures taken at the source would prevent illness 
and its recurrence with consequent loss to the community 
of human productive capacity, the cost of medical service 
and hospitalization. It may be conceived that the hospital 
was stepping out of its sphere in thus extending its ac- 
tivities, that its work began and ended at the institution, 
that if such activities were necessary they should be under- 
taken by an organization already undertaking social serv- 
ice in the field. 

While this may be the eventual development, it seems 
best at the present to continue the policy of centering the 
social service activities with hospital patients at the hos- 
pital where the most. intimate contact with the patient is 
possible, and where his medical and social history are 
available and complete. 


Determining Patient's Economic Status 


As hospital. organizations are set up, a function as- 
signed to the social service department is the determina- 
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tion of the patients economic status upon which to base 
a rate of charge within his ability to pay for the services 
to be rendered. It is important from a social standpoint 
and from the standpoint of hospital finances that the pa- 
tient be required always to pay to the extent of his ability 
up to the established rates of the hospital, thus avoiding 
contributing to dependency and increasing much needed 
income for the hospital. 

While this is not strictly a form of social service to 
the patient, it nevertheless is a proper function of the 
department as the determination of the patient’s finances 
is usually in the routine of the worker to whom the case 
is assigned. It is advisable, however, to place the finan- 
cial arrangements between hospital and patients in the 
hands of another individual than the one who is attempt- 
ing to render social service as friction is likely to develop 
in making the financial arrangements and handicap the 
efforts of the social worker. 

Social service activities in the field established a pre- 
cedent which other groups in the hospital, notably the 
dietary department, are tending to follow. Experiments 
in this tending to broaden indefinitely the hospital’s ac- 
tivities should be carefully scrutinized, balancing the cost 
against the gain and bearing in mind that the public 
as contributors and the patients will not tolerate unlimited 
expense. 

The term “hospital” as used here has referred invari- 
bly to the institution organized for the purpose of render- 
ing a community service, those organized not for profit. 
There are, however, numerous institutions in the commu- 
nity rendering hospital service of some description or 
degree. Some of them incorporated for profit, others are 
not, though their effort is for profit. Except in a few 
instances hospitals operating at a profit are offering an 
extremely low standard of service and while there is no 
inherent impropriety in operating a hospital for private 
gain, the presence of many in this class rendering inade- 
quate service indicates the need of governmental regula- 
tion and supervision of hospitals as a public health meas- 
ure. Necessarily and fairly such regulation would apply 
to all private hospitals and such a measure establishing 
enforceable minimum standards should be initiated by 
the local hospital organization and have the support of 
all community health agencies. 





WARNS AGAINST IMPOSTOR 


Service men’s organizations, doctors and _ hospitals 
throughout the country are warned to be on guard against 
an impostor who has been at work in Montevideo, Minn., 
as follows: 

He represented himself as an ex-regular army major of 
engineers, badly wounded in action and totally disabled; 
stated that he had been operated upon repeatedly since the 
war in an attempt to heal a fecal fistula; showed an ab- 
domen literally covered with scars of operation wounds 
and a bona-fide fistula; said that he needed to be hospital- 
ized for a short period. 

After a few days he cashed two bad checks and dis- 
appeared. 

He went by the name of Major William Stewart; was 
about 5 feet 9 inches tall; weighed about 180 pounds; had 
dark brown eyes and black hair; was about 45 years old 
and wore a dark blue coat and trousers and black plush 
fedora hat. The man can be easily identified by scars on 
the abdomen. 

Anyone having information of this man is requested to 
telegraph, collect, to Sheriff of Chippewa County, Monte- 
video, Minn. 
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Eighth floor plan. 
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Ninth floor plan. 
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ELEVENTH TO SEVENTEENTH FLOOR PLAN 
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~ Kighteenth floor plan. . 
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~ Nineteenth floor plan. 
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ROUND TABLE ON HOSPITAL LIBRARIES 


A round table on hospital libraries will be included in 
the program of the forty-seventh annual conference of the 
American Library Association to be held at the Olympic 
Hotel, Seattle, Wash., July 6-11, 1925. This meeting will 
be open to all hospital personnel interested in securing 
or administering library service. 

The session, which will be presided over by Chairman 
Perrie Jones, Public Library, St. Paul, Minn., and Mrs. 
E. B. Bailey, Public Library, Minneapolis, Minn., is to 








be held at 2:30 p. m., Monday, July 6. 

Miss Elizabeth S. Soule, head of the department of 
nursing education, University of Washington, Seattle, 
Wash., will give an address on “The History of Nursing.” 
Phases of library service in hospitals will be taken up by 
Miss Sarah E. McCardle, County Free Library, Fresno, 
Calif., in her paper on “The Future of Public Library 
Hospital Service” and by Miss Lila Bowen, Public Li- 
brary, Omaha, Neb., in “The Costs of Public Library 
Hospital Service.” 
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THE HOSPITAL AND THE FAMILY PHYSICIAN 


By LOUIS J. FRANK, SUPERINTENDENT, BETH ISRAEL HOSPITAL, NEw YorK, N. Y. 


to the general practitioner is not at all ideal. The 
family physician has deep-rooted in his conscious- 
ness the idea that his interests and the interests of the 
hospital are antipodal, and he has no special regard for 
the betterment of the hospital unless he himself is con- 
nected with the institution or is promised some such 
connection. This is, of course, an unhealthy state of 
affairs which will have to be remedied. 
One of the problems which the hospitals of today have 
created and must solve is the restoration of the family 
physician to his former position. 


Return to Old Order of Doctor and Patient Needed 


In order to safeguard the interests of the public and 
secure more efficient medical service, it is necessary that 
the private practitioner shall maintain intimate re- 
lationship between the patient and himself in accordance 
with the status that existed some years ago. The doctor, 
either because he was never intended by nature to practice 
medicine or because his intentions went awry because 
of a changed financial status, had, in many instances, to 
regard the practice of medicine as a means to earn a 
livelihood for himself and his dependents. 


A‘ THE present time the relationship of the hospital 


Where Patient Is Not Primary Interest 


I think, that if we should decide on basic definitions, the 
problem would be much clarified. For whom is a hos- 
pital built and equipped? For the sick individual and for 
no one else. In actual life, however, the patient for whom 
this very institution was designed to serve is least con- 
sidered in the conduct and management of hospitals. 

In many institutions the staff is chosen because of cer- 
tain political influences, of family relationships (because 
the institution needs money), or because of the desire of 
the men of wealth who are on the hospital directorate or 
are in close business contact with the men on the board 
of trustees. Very often the good physician, if he hasn’t 
the proper “influence” or the financial consideration, can 
never hope to secure any hospital connection. 

He may be a good surgeon without being able to de- 
velop his technique. He may be a good physician who 
deteriorates to the mediocre, because of lack of practice. 
The physicians and surgeons who are on the staff see 
to it that their interests are conserved, that everything 
is done to increase their practice and prestige, that no 
appointments are made which may harm them in a finan- 
cial way. The patient’s welfare is secondary or tertiary, 
but it is seldom primary. It is against such a state of 
affairs that we of Beth Israel Hospital wish to protest. 


Fee-Splitting an Offshoot of Selfishness 


Permit me to give you an example of the conception 
that certain physicians and surgeons have of their duties 
to their patients. Take the matter of fee-splitting, for 
instance. There is no one more opposed to this pernicious 
practice than am I; in fact I have had introduced a 
bill in the legislature of the state of New York two years 
:go prohibiting this unmedical, unethical, purely mercen- 
ary and degrading custom. 

There is an old saying: “When the devil is sick, the 
devil a monk weuld be, but wher the devil was well, the 
devil a monk was he.” And we must gaze with caution 


on sudden conversions and closely scrutinize the motives. 
But meanwhile the patient has been forgotten. He ap- 
pears to be the shuttle-cock in the game. The idea is 
to catch him in order to win. 


Hospitals Worked Against Family Doctor 


With the hospital doctor undermining the influence of 
the family doctor, the latter had to resort to other means 
to safeguard his own existence and his mode of life. 
Instead of the hospital and the family doctor working 
together they were at cross purposes. The patient who 
would be sent into a hospital would be forever lost to 
the family doctor because the young intern about to 
graduate “stole” a case here and there to begin his prac- 
tice. The patient and the patient’s family would become 
acquainted with the “professor” and thus with no sinister 
intention on the part of the hospital, the doctor would 
be alieniated from the family physician. Discontent, 
therefore, was bred in the family doctor who was not 
affiliated with the institution and instead of continuing 
to send his cases there he either stopped sending them 
to the hospital, and tried to do what he could for them at 
their homes, or sent them to distant institutions where 
it would be difficult for the doctors to form an alliance 
with the family. 

When this was not found to work the most natural 
course was to exact a division of the fee from the 
doctor to whom the case was sent. This method 
appeared to solve all of their problems, for they not only 
got something in return for sending their case to a par- 
ticular doctor but that particular kind of doctor made it 
his business to work with that particular unfortunate 
family physician, thereby perfecting a scheme of coopera- 
tion resulting in the conservation of the interests of the 
family doctor and the so-called “professor”, and in using 
the institution merely as a medium for the execution of 
the scheme. The interests of the patient were not a con- 
sideration. 


Aim of Profession and Hospital Similar 


The aim of the medical profession as well as the purpose 
of the hospital is to minister to the patient to reduce his 
period of illness and of convalescence and to restore him, if 
possible, to complete health. In order to attain this there 
must be a closer spirit of cooperation between the family 
physician and the hospital and the spirit of antagonism 
must be eradicated. It is the business of the hospital to 
see to it that patients recuperate as soon as possible and 
that the treatment they receive is the best that can be 
had. 

In the final analysis, the home is the pre-hospital stage 
of the patient. If patients are properly attended in their 
own homes, the need for the hospital] will not be so great. 
It is only as a last resort that patients consent to go 
to the hospitals—for surgical work or when the physician 
finds he cannot make a diagnosis, or when the patient 
has been neglected for a long time so that complicated 
medical therapeutics become necessary, or when the social 
status of the patient is such that he must be taken 
away from home. 

So far as the impoverished social status of the patient 
is concerned one becomes impressed with the unhealthy 
state of our social system. When it becomes necessary 
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for an individual to be taken to a hospital not because 
of the medical benefit that he or she will derive from 
the institution, but because of the poverty of the home, 
it is apparent that something is wrong. The condition of 
affairs is just as incongruous as that which is brought 
about when the poor homeless vagabond seeks to pass the 
winter in the comparatively comfortable quarters of the 
town jail. Unless he commits a crime he is permitted to 
starve and freeze in the open parks but once he resorts 
to crime the doors of the warmed cells of the jail where 
he is assured of three meals a day are opened to him. 


Physicians Should Have Hospital Connection 


It is thé duty of the hospital to put all its facilities, if 
possible, at the disposal of the sick of the neighborhood. 
All the reputable physicians of the vicinity should have 
some connection with the hospital where they should re- 
ceive post-graduate instruction. The so-called “profes- 
softs” are not ‘super-men:-:-Usually they are individuals 
who have had influence, and opportunity to become con- 
nected with a hospital in a position whereby their training 
and their knowledge were augmented. I have become im- 
pressed with the fact that, in many instances, the young 
physician who is not connected with the hospital loses 
much of the knowledge that he possesses and as the years 
pass becomes a cynical, commercialized individual, whose 
only aim is to gain the confidence of his patrons. Thus 
his practice becomes quite- prosperous and psychologically 
he is interested in depreciating all that is new in diag- 
nosis and treatment, if he does not desire to evince his 
ignorance. This: matter of “confidence in my physician,” 
has ofttimes raised the query in my mind whether the 
practice of medicine is not, in many instances, a confi- 
dence game. 


Relationships of Hospital to Physicians 


I shall now discuss the relation of the hospital to the 
physician, under the following headings: 

1. The hospital as a post-graduate school. 

2. The facilities of the hospital at the disposal of the 
family physician. 

8. The family physician invited to watch progress of 
his patient even while in hospital. 

4. The social welfare work of the hospital. 

5. District nursing of the hospital. 

6. The hospital as a health center. 


Hospital as a Post-Graduate School 


As I have stated before, unless the physician is a 
student and constantly informed of newer methods in 
diagnosis and therapy he continually retrogresses an 
ultimately develops into the dignified physician at whom 
Moliére poked so much fun. He becomes a verbose, oracu- 
lar individual, wise in “old women’s” remedies and ob- 
livious of newer ideas and theories in the various domains 
of medical science. 

The hospital of the future should remedy this defect. 
Periodic clinics and lectures should be given so that physi- 
cians of the vicinity may attend, be carefully instructed 
and quizzed and given an opportunity actually to perform 
certain manipulations requiring dexterity and technique. 
It is remarkable to observe how eager physicians are to 
gain knowledge, if they have not become too old and too 
cynical. In college, the young student is inclined to avoid, 


as much as possible, imbibing wisdom, but as soon as he 
is confronted with the actual patient, he is willing and 
eager to work hard and pay post-graduate fees in order 
to attain that knowledge which will help him in the prac- 
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tical management of his “case.” 

It is, of course, understood that the hospital should not 
charge any fees for this clinical and theoretical post- 
graduate instruction. In fact, the physician who will re- 
fuse to avail himself of this opportunity for increasing 
his knowledge will not be permitted the privileges of the 
hospital, which will be discussed later. 


Facilities at Disposal of Family Physician 


It is much cheaper and much more convenient for the 
hospital and for the community at large to restore the 
patient to health in his own home than to transport him 
to the hospital for examination and treatment. It is, 
therefore, the part of true wisdom on the side of the 
hospital to exert all its powers to his end. The following 
hospital facilities should be placed at the disposal of the 
competent family physician to aid him in the treatment 
of his patients in their homes: 


A—Laboratory Examinations: 

All scientific analyses of whatever nature should be 
performed by the hospital laboratory staff at the re- 
quest of the family physician. If necessary, a trained 
man should be sent to the home of the patient to help 
the physician to obtain the specimen for examination 
of such as cerebrospinal fluid, gastric contents, blood 
chemistry, and Wassermann. 

B—X-Ray Examinations: 

A portable x-ray machine in charge of a trained 
technician should be at the call of the physician when- 
ever he thinks its service is necessary. In case the 
examinations need more complicated hospital machin- 
ery, the patient should be allowed, if it is an ambula- 
tory case, to come to the hospital for this examination 
and the report should be made to the physician-in- 
charge at home. The hospital, as well as the physician, 
will charge fees commensurate with the financial status 
of the patients. The very poor will pay nothing and the 
well-to-do according to their rating. 

C—Diagnostic Facilities: 

A patient may be sent in by the family physician 
for a thorough study and diagnosis. He will be ex- 
amined by all the specialists and his case will be re- 
viewed by the chief diagnosticians. All the “findings” 
will be recorded and sent to the physician for his guid- 
ance, with suggestions for therapeusis. 

The family physician should be made to feel that his 
“case” will not be stolen from him by the institution or 
its attending physicians and surgeons. It is part of an 
ethical bond to return the patient to the out-physician 
who sent him to the hospital. 


Family Physician Watches Patient in Hospital 

While the patient is in the hospital the family physi- 
cian will be invited to visit him as often as he desires, 
to consult with the attending physician as to progress 
and treatment of the “case,” and thus watch and learn 
hospital treatment. In this case, the patient remains 
his, even during his sojourn in the hospital and will re- 
turn to him on his discharge from the institution. 


Social Welfare Work of the Hospital 


The social welfare worker of the hospital should al- 
ways, when necessary, be called in by the out-physician. 
The social service worker of the hospital is a medical 
specialist. Her work is just as essential as that of the 
physician in charge. No medication helps if those more 
important grievances, such as unsanitary surroundings, 
improper food or lack of food, are not controverted. Of 
all the departments connecting the hospital and home, 
the social service bureau is the most important. 

Of what good is it to place an in ‘vidual in a hospital 
and expect him to recover from an a‘ ’ck, say; of heart 
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disease, when his brain is worried and his nerves are on 
edge all the time as to what is going on at home? 

He may be the sole support of his family and he may 
have left his wife and children to face starvation. Such 
a patient’s convalescence is much prolonged and the ail- 
ment is sometimes incurable because of the lack of men- 
val repose of the patient. It was found that by having 
kind, earnest and patient women investigate the home 
conditions of the bread winner, and assure him that his 
dear ones will be taken care of, that the recovery of the 
patient is hastened and his stay in the hospital shortened. 


District Nursing and the Hospital 


The hospital should be ready to furnish district nurses 
who will come and assist the doctor in the poverty stricken 
home of his patient. The training of nurses will consist 
of practice on the floor of the hospital and at the bed- 
side of the sick at home. 


The Hospital as a Health Center 


This should be our great aim. We want the hospital 
to be the health center of its locality, where the physi- 
cians and patients will turn in time of distress for assist- 
ance, for in spite of what all humorists and would-be 
humorists say, even in spite of George Bernard Shaw, 
doctors are engaged in the profession of saving life, of 
curing disease, and of conserving health. To the com- 
mercial mind it seems incongruous that a doctor should 
be interested in promoting the health of the community, 
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but so it is, and as the ages pass the detractors of the 
medical profession will be forgotten and men will learn 
that the blessing of health and disease prevention of our 
civilization were gladly and gratuitously given by physi- 
cians to an inimical public. In all hospitals, in all 
medical schools and institutes, enthusiastic young phy- 
sicilans are working to find something new in the combat 
against disease and all hospitals should further such 
eagerness for knowledge and for research with all means 
at their disposal, and should spread information obtained 
to other physicians. 

The hospital should teach the people of the vicinity how 
to avoid disease, how to prepare food properly, how es- 
sential it is to call in the physician as early as possible 
in case of People should be periodically ex- 
amined by their family physicians as a preventive meas- 
In this way the family doctor would 


disease. 


ure against disease. 
be employed to keep the family well in accordance with 
the Chinese method, but with this modification, that the 
doctors would also be paid during illness. 

These are my concepts of the proper relationship of 
the hospital to the family physician. I trust that very 
shortly all these relationships will exist. Soon the 
Beth Israel Hospital will be opened, and it is our hope 
and aim that all these ideals will be realized. 

The board of directors of our hospital have made these 
hopes practical by adopting them in a business-like man- 
ner as the future Beth Israel 
Hospital. 


guiding policy of the 


MODEL OF PONCA CITY (OKLAHOMA) HOSPITAL SHOWN AT A. M. A. CON- 
VENTION AT ATLANTIC CITY, N. J. 





Quarter inch scale model of the proposed fifty-bed Ponca 
Medical Association, held at Atlantic City, N 


pitals of the A. M. A. The model aroused much interest and discussion among visitors to the convention 
by Messrs. Richard E. Schmidt, Garden & Martin, architects, Chicago. 


Medical Association, 535 North Dearborn Street, Chicago. 


City Hospital, Ponca City, Okla., exhibited at the recent convention of the 
It was exhibited in the scientific section by the Council on Medical Education and Hos- 
It was designed and prepared 


The model is now on exhibit at the headquarters of the American 


American 
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PROPOSED REVISION OF OUT-PATIENT FEES AT 
HARPER HOSPITAL, DETROIT, MICH. 


Mich., are soon to be revised so that instead of uni- 
form fees for all patients in each service, there will 
be four classes of patients arranged according to weekly 
earnings and family dependencies. The present schedule 
of fees is given below, followed by the proposed revision. 


Registration Fee 


Pui for out-patients at Harper Hospital, Detroit, 


OE ee aera 25¢ 
oe, conn hae odessa ce cthsweseeekesciaten 15e 
ek ec dceied wake ie hegS eeaes 25c 
Schedule of Fees 
i ie en oe ak med ewan kwhedlad B59N Awe eee $1.00—-$2.50 
ee es a ie ena d bocce teleosts ee ees «0s $.50-— 5.00 
Medicines (each prescription) ..........cesceeeeececeenes 10— .30 
es ee ee Ee, Co he TER e CORRE ORO eK ead 1.00- 2.50 
ORE ET OE Eee Pee ee eT up to 5.00 
i ae oe ond oe balewtin a dae ans wie ko-007 he 
a a Miade S40 MSS bE ORD 3.50-15.00 


Dental Clinic ‘ J 
Charges vary according to treatment required and materials used. 


The proposed revision divides patients into four classes, 
as follows: 

1. Classification by clinic executive of all patients in 
four main groups according to amount of income and 
responsibility, the card of each patient to be stamped—I, 
II, III, IV, according to classification (stamping of cards 
is less confusing than various colored cards) — 

CLASS I—to include: 

(a) All single individuals with incomes of $20 a week 

or about. 

(b) Man and wife with no children with income of $30 

week or about. 

(c) Family group with two children and income of $35 

week or about. 
CLASS II—to include: 

(a) All single individuals with incomes of $18 week 

or about. 

(b) Man and wife with no children with incomes of 

$25 week or about. 

(c) Family group with three children with income of 

$35 week or about. 
CLASS III—to include: 

(a) All single individuals with incomes of $10-$15 

week. 

(b) Man and wife with income of $22 week or about. 

(c) Family group with more than three children with 

income of $35 week or about. 
CLASS IV—to include: 
All beneficiaries of relief-giving agencies, such as 
Mother’s Pension, C. A. S., D. P. W., etc. 


Two Fold Purpose of Fees 


2. The purpose of fees in a dispensary is twofold: 
to make the institution self-supporting in so far as possi- 
ble and to develop a sense of responsibility and coopera- 
tion in the patient toward his care by having him share 
in the cost of labor, material, and overhead through the 
payment of small fees. 

The only logical and just method to pursue is the 
charging of fees is to grade according to amount of in- 
come and responsibility. The blanket fee works injustice 
and is too often empirical. Parents with four or five chil- 


dren on a given income are compelled to pay the same as 
those with two or three children on the same amount of 
income. 

The proposed classification into four groups attempts 
to distribute charges where they can best be met. The 
majority of patients will fall into class II and III. 


(One- 


third of our patients are beneficiaries of other relief- 
giving agencies.) Class II includes those individuals with 
incomes sufficient to cover the minimum budget; class III 
is slightly below the budget; while class I is very slightly 
above the minimum budget. The allowance in class I 
above the minimum budget, however, is not sufficient to 
permit care through the services of a private physician. 


MINIMUM FAMILY BUDGET FOR — 








2 3 5 
Man, Man, 
Man Man, woman, woman, 
and woman, girl 5, girl 12, 
woman child 3 boy 3 girl 5 
boy 3 
REESE Sarge ene eee fae $24.60 $29.69 $ 35.21 $ 42.23 
I sas Stay Sadi goatee, ae 20.27 24.74 29.09 
PRESS eee 25.50 36.00 45.00 
Household furnishings ....... 6.24 7.17 8.10 9.02 
 & “| | ere 10.05 10.05 12.19 12.94 
. Rice ud abaniee es o<cws ec 5.00 5.67 6.34 7.01 
$87.74 $98.35 $122.58 $145.29 
SCHEDULE OF FEES 
Service Fee according to class 
Class I ClassII ClassIII Class IV 
SECC CCC OCCT $1.00 $0.50 $0.25 N. C.® 
TS ae .50 25 15 N. C 
gS a ae Ridin ove inenn/elwie a -50 -25 15 N. C 
i weiawdhibecs wadus aut 25 -25 -25 N. C 
OT SESS era -40 30 N. C 
0 EE Re eee 1.00 -50 -25 N. C 
EE eee 1.00 .50 25 N. C 
Complete blood count.......... 1.00 .50 25 N. C 
White blood count............. .50 -25 -10 N. C 
OS = eee .50 -25 -10 N. C 
Differential blood count........ 50 -25 -10 N. C 
OE EE ee 50 25 10 N. C 
Sputum examination (T. B.)... 1.00 .50 25 N. C 
BE he iG cin aw Onur e dw aoee -50 25 .10 N. C 
Pe GOOEY noc cccececesss 1.00 .50 25 N. C 
NE TE eine a cc ntncn thereat 1.00 .50 25 N. C 
Basal metabolism ............. 1.00 .50 -25 N. C 
Throat culture gabe a aoe saiiihes SO 25 10 N. C 
OE ES a re 1.00 .50 -25 N. C 
EPPS ea een 2.50 1.00 .50 N. C 
Filling out benefit certificate. 1.00 75 50 N. 


Other special services not design ated, to be referred to clinic 
executive for fee. 
*N. C.—No charge. 








SCHEDULE OF FEES For X-RAY Work 


ec 
Area Class Class Class Class 
II Ill IV 

ON nc keieis sc tcsesicen $5-$10 $3.00 $2.00 None 
Colon only (by barium enema)... 5.00 3.00 2.00 None 
PE GUE csecscccccvcenscs ae 2.00 1.00 None 
CE tides nadcoveeen«neecd GAP 2.50 1.00 None 
DY D6R aruba ca bed Gelen ata Cieee 3.00 2.00 1.00 None 


Flucroscopiec examination for lo- 
calization where films are not 





Sch onan 5 ce eee an eed 2.00 1.00 50 None 
Skull—sella turcica ............. 3.00 2.00 1.00 None 
ih Akbiiad mewes Shah eehe don 3.00 2.00 1.00 None 
Jaw mastoids ......ccccccecccee 3.00 2.00 1.00 None 
ee ee. See 5.00 3.00 2.00 None 
Spine—two sections ............. 4.00 2.50 1.50 None 
a ~“Eew section, sacro iliac sec- 

Rabake £6 suse e pee eneened tes 2.00 1.00 None 
Gall "bladder 3.00 2.00 None 
G. U. tract 2.00 1.00 None 
EEE LE ae 3.00 2.00 None 
One ankle, foot, wrist, hand or 

SE ss ccchahenee coun eenenanee 2.00 1.00 .50 None 
Both ankles, feet, wrists ‘or ‘hands 3.00 2.00 1.00 None 
One long bone (lower leg, femur, 

humerus, forearm) ............ 3.00 1.50 .50 None 
ee CD NG co vcaconacncdons 5.00 3.00 2.00 None 
Knees, pelvis, hips, shoulders 

SNE, GONE 6 kos niceeeves 3.00 2.00 1.00 None 
Skeleton for metastatic carcinoma 5-10 5.00 2.00 None 
ee a eae: 2.5 1.00 -25 None 











The fees in class III are so nominal as merely to take 
care of the charge for the bottle given out for laboratory 
work, etc. 

It will be argued that clinic attendance may be reduced 
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by the adoption of a more comprehensive fee schedule. 
All fees whether blanket or graded must be administered 
in the light of sociological factors or they defeat their 
own purpose. It is understood that inability to pay even 
a small fee is never a reason for debarring any patient 
from treatment. All sociological factors of unemployment, 
sickness, old age, low wages, delinquency, disability, 
death, desertion and improvidence, must be taken into ac- 
count in classifying patients. 

The experience of the Boston Dispensary, Boston, Mass., 
in adopting a comprehensive fee schedule is of great value. 
Quoting from the 125th report of the Boston Dispensary: 
“At the end of six months, Miss Janet Thornton of the 
social service staff submitted a report based on evidence 
afforded by statistics of attendance, of income from ad- 
mission fees and impressions and reactions of patients to 
the fee increase. It appeared to Miss Thornton that pa- 
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tients did not find the higher cost of treatment a hardship 
and that attendance increased in spite of the increase in 
fees, although a comparison of incomes reported by them 
with a fair standard of living showed that relatively few 
have means to purchase such treatment without some 
lowering of their standards of living.” 
Collection of Fees— 

Registration fee to be collected at admission desk. 

Subsequent visit, salvarsan, physiotherapy, transfer, 
and cystoscopic fees at chart desk. 

All laboratory fees, excepting basal metabolism, at 
registration desk. 

Refraction fee by stenographer in eye clinic. 

Basal metabolism fee by clinic executive. 

Medicine fee at pharmacy. 

X-ray fee by x-ray department. 


DEDICATION EXERCISES AT BUTTERWORTH 
HOSPITAL, GRAND RAPIDS, MICH. 


Stanford University, Dr. William A. Evans, health 

editor, the Chicago Daily Tribune, and Dr. Hugh 
Cabot, dean of the medical school, University of Michigan, 
were the principal speakers at the dedication of the new 
Butterworth hospital at Grand Rapids, Mich. The dedi- 
catory exercises occupied the week of May 17, and thou- 
sands of Grand Rapids residents, by inspection trips and 
by the addresses of medical men were made acquainted 
with the physical aspects of a modern hospital and in- 
formed concerning its purposes, functions and aims. 

“Give science a chance to do what it can for your sick 
and poor,” Dr. Wilbur stated, “Have confidence in your 
medical men and you will love your hospital, for you 
will see it in service. The hospital used to be a place to 
die. Now it is a place of refuge and mercy. We have 
got down to fundamentals and can guide human beings 
through trouble back to health. 

“What the human mind resents is facts coming in by 
experimental methods. We like to believe in magic, palm- 
istry, knocking on wood, destiny in the stars, and other 
beliefs of savages. Now we are learning about real 
magic. I like to see a new hospital. It is a place where 
science and the heart are at their best. It is a place 
of unselfishness. When we combine science and good 
sentiment, the brain and the heart, we have something 
of which we can be proud. 

“The laws in control of the body are just as definite 
as those in control of electricity and when we know what 
those laws are we can determine how best to contend 
with disease. Keep people from accepting quack ideas 
and bring them to rely on experience. Progress then is 
assured.” 

Dr. Evans, who was the principal speaker at the dedi- 
cation proper, spoke as follows: “I thrill at the spirit 
which has made possible an institution like Butterworth 
Hospital and the fervor which is exhibited in these ex- 
ercises. They are more significant than the establish- 
ment of an institution for the cure of diseases. I want 
to speak on prevention rather than on cure, and the 
relation of hospitals to this subject. 

“One of the functions of a hospital is to care for the 
sick, but it is far from its most important, and still 
farther from its only function. A great purpose of the 
hospital is to train doctors, nurses and dietitians, who 


D's RAY LYMAN WILBUR, president of Leland 


will influence the lives of men who may never enter 
the hospital’s doors and may never hear of it. The 
hospital is a great educational institution and our great 
need today is machinery for the dissemination of the 
knowledge that is gathered in laboratories, clinics and 
libraries. I believe in years to come the educational 
function of Butterworth Hospital will be recognized as 
its most important.” 

Dr. Evans pointed out that the principle of cleanliness, 
first stressed by the hospitals, has radiated to the homes 
with great benefit to heaith. He stressed the need for 
clinics where people can go before they have crossed the 
threshold of disease. “The time to repair to a hospital 
is before the period of demonstrable need,” he said. 

Dr. Cabot talked more directly to medical men, whom 
he addressed at a meeting of the Kent County Medical 
Association. He urged every precaution for the patient’s 
comfort and safety. 

“Never expose the patient to the sight or smell of any- 
thing relative to surgery,” Dr. Cabot admonished. “Ex- 
periments have shown conclusively that convalescence has 
been lengthened appreciably through faulty suggestion. 
Let us avoid such suggestion. 

“We also must think of the public’s attitude toward 
the hospital. The dread in the past has been very real. 
Much in medicine has been transferred to the hospital 
from the home, to the welfare of the patient. He has 
purchased a part in the hospital instead of making his 
home a hospital.” 

Dr. Cabot urged medical men to shun jealousy, and 
stated that a quack practitioner, whose aim is riches, 
cannot compete with a profession the aim of which is 
service. 

The relation of the church and science was discussed 
by Dr. Alfred W. Wishart, pastor of Fountain Street 
Baptist Church, Grand Rapids, and by Bishop John N. 
McCormick of the West Michigan Diocese of the Episco- 
pal Church. 

Dr. Wishart said, “Theologians and politicians should 
keep their hands off science. It is not true that the 
church has always fostered the gropings of the mind, 
though it may have stood guardian over the lamp of 
knowledge.” 

Bishop McCormick stressed the need of a strong link 
between religion and science. “Science; freedom and 
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The entrance to Butterworth Hospital. The photo was taken just 
after Susan Quaintance had unfurled the flag. It shows the Golden 
Rule girls who recited the oath of allegiance and sang “America.” 


truth in a good hospital are combined with the head, 
heart and hand,” the bishop stated. 

Edward Lowe, president of the board of trustees of 
Butterworth Hospital, discussed increasing the ability 
of the hospital to charge lower fees from ward patients, 
one way being through endowments. Mr. and Mrs. Lowe 
gave $500,000, and a site valued at $200,000, to make 
possible the new hospital. A tablet in their memory was 
unveiled in the hospital. 

Dr. Thomas R. Irwin, chief of staff, Blodgett Memo- 
rial Hospital, Grand Rapids, emphasized the advantages 
the three Grand Rapids hospitals would obtain by having 
a central purchasing bureau which would lower the cost 
of operation in each of the hospitals. 

During the week, the bulk of an additional fund of 
$300,000 was raised by subscriptions, which makes the 
hospital practically free from debt. Robert W. Irwin, 
chairman of the building committee summarized the ex- 
penditures as follows: General contract, $1,061,897; 
fixed equipment, $91,610; hospital equipment and fur- 
nishings, $112,525; grounds and walks, $15,000; nurses’ 
home, $100,000; old deficit, $47,714; miscellaneous ex- 
pense, $2,898. 

The architects of the new building were Robin & Com- 
pany, Grand Rapids, Mich., and the consultant was Dr. 
S. S. Goldwater, New York, N. Y. 





HOSPITAL FIRE PROTECTION DISCUSSED AT 
SAFETY COUNCIL MEETING 


Safety from fire in hospitals, sanitariums and cor- 
rective. institutions, a problem brought to public atten- 
tion in recent years by disasters such as the Wards Island 
State Hospital and the Dunning State Hospital, Dunning, 
Ilj., is given. due consideration in the report of the com- 
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mittee on safety to life of the National Fire Protection 
Association, made before the annual convention of the 
latter in Chicago, Ill., May 13, by Mr. J. S. Williams, 
chief of the public safety division of the National Safety 
Council, chairman of the committee. This new subject is 
incorporated in the Building Exits Code as section 24: 

“Exits alone are not sufficient to provide proper safety 
for occupants physically or mentally disabled or under 
restraint,” the committee states. “For this reason this 
section is treated differently from other sections of the 
code, and more emphasis is placed upon construction of 
buildings, fire prevention and fire protection. Horizontal 
exits are considered of a special value and relatively 
greater credit is given to horizontal exits and to ramps 
than in other sections of the code. 

Safety to life in buildings of this occupancy requires: 


(a) Proper construction of buildings 

(b) Proper exits 

(c) Careful housekeeping and protection of fire haz- 
ards 

(d) A competent, trained, staff having adequate per- 


sonnel on duty at all times. 

This section of the code applies to both new and ex- 
isting buildings, the requirement for new buildings apply- 
ing with respect to new construction incident to altera- 
tions. 

The most important requirements may be outlined as 
follows: 

Fire-resistive construction is recommended for all build- 
ings, and shall be used throughout for all buildings three 
stories or more in height. 

Frame buildings shall not exceed one story in height. 

The interior finish on wood stud walls, ceilings and par- 
titions of two-story wood joisted buildings, and in altera- 
tions of existing combustible construction more than one 
story in height, shall consist of expanded metal or wire 
lath and gypsum or cement plaster not less than three- 
quarters inch thick. Metal ceilings shall not be employed 
unless joists are first entirely covered with approved plas- 
ter board. 

In buildings of non-resistive construction, with floor 
area exceeding 3,000 square feet, the rooms or portions 
of the building listed below shall be of fire-resistive con- 
struction throughout and shal] have a standard fire cut- 
off from the remainder of the building or shall be equipped 
with a standard single supply automatic sprinkler system. 
The rooms or portions of the building listed are: Heating 
apparatus or boiler rooms; basements or attics if used for 
storage of combustible material; work rooms such as 
manual training; repair shops; carpenter shops; laun- 
dries; main kitchen; main storeroom, such as furniture 
and miscellaneous ‘storage; film storage and _ similar 
hazardous occupancies. 

Every shaft for light or ventilation, stairways, eleva- 
tors dumbwaiters, chutes, etc., shall be continuously 
housed in enclosed walls and all openings thereto shall be 
protected by approved fire doors. Where glass is neces- 
sary, wired glass in fixed or automatic closing fire win- 
dows shall be employed. All fire doors, except those on 
elevators operated by regular attendant on shaft enclos- 
ures, shall be self-closing. 

Exits shall be so placed that the entrance door of every 
private room and every point in open wards, day rooms, 
dormitories and dining rooms shall be not more than 
100 feet from the nearest exit (along the line of travel). 
Exits shall be as remote from each other as practicable. 
Exits shall be so arranged with regard to floors that there 
are no pockets or dead ends of appreciable size in which 
occupants may be trapped.” 
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SUPPLEMENT TO PRINTED RULES FOR HOUSE STAFF 


ally or fully covered in the printed rules have been 

put in mimeographed form by Dr. S. S. Goldwater, 
director of Mount Sinai Hospital, New York, and have 
been distributed to each member of the house staff of that 
institution. This supplement to the printed rules is given 
below, with the thought that it may carry some suggestions 
to the other hospital administrators: 

A. Charts 

1. Please do everything in your power to have the 
records complete and sent to the office promptly. 

2. Histories should be “O.K.’d” by an Attending ana 
by a House or Senior, and a final note written at the time 
the card is signed. All histories must be sent to the 
office at the time of the discharge of the patient. 

3. <A line should be drawn across all nurses’ blue sheets 
which you do not believe it is desirable to bind. 

4. Be sure that you put the same diagnosis on the ad- 
mission card and on the history sheet. Be sure to put the 
same result on the admission card and on the history sheet. 

5. The name of the physician who takes the history is 
to be signed on the chart. 

6. It is very important to state in the history of chil- 
dren whether or not the child had scarlet fever, measles 
Make specific positive or negative state- 


VY "aly oe: matters of house staff routine not specific- 


or diphtheria. 
ment, e. g., 
scarlet fever” 
or 
“Patient never had scarlet fever.” 
B. “DS.” Cases 
1. “D.S.” cases must not be transferred to or kept on 


“Patient had 


the roof. 

2. “D.S.” cases must not be discharged against advice 
and then only if the relatives provide their own ambu- 
lance and their own physician. 

3. Reeall the “D.S.” as soon as the patient is out of 
danger. 

4. “D.S.” cases may not be discharged within 48 hours 
after the “D.S.” is recalled. 


C. Discharge of Patients 

1. Please do not tell patients’ relatives, especially moth- 
ers of children, that they may go home on some definite 
date unless the card is already signed. Children may be 
discharged between 2 and 5 p. m. only. 

2. Under no circumstances is any patient to be dis- 
charged without written authorization from the office. 

3. Typhoid fever patients may not be discharged until 
ten days after temperature reaches normal, and thereafter 
until two specimens of feces collected 24 hours apart are 
found to be free from the presence of typhoid bacilli. 

(Section 89—Sanitary Cede.) 
D. Patients Awaiting Transfer 

When a patient is clinically ready for discharge, his 
card is to be signed and sent to the office. Do not hold the 
patient in the wards more than a day or two to await 
transfer to a convalescent home or a home for chronic 
diseases. 
E. Transfer of Patients to Other Institutions 


Whenever a patient is transferred to another institution 
be sure to send an adequate clinical abstract with the pa- 
If patient is transferred to Bellevue or other city 
(to be obtained in 


tient. 
hospital, fill out the ambulance card 


the office). 


F. Social Service Department 

If you know that a patient will need institutional care 
(hospital or convalescent) after discharge, notify the so- 
cial service department in good season. If the patient 
needs any personal service for herself or family, the social 
service department will take care of it. 

G. Special Visitors’ Pass 

When a patient is about to undergo an operation of a 
very dangerous character, the immediate relatives will be 
given a special pass before operation at the request of the 


house surgeon. (This does not apply to the children’s 
ward). Never take any visitor to any ward without first 


requesting a pass. Visitors are not permitted on the chil- 


dren’s wards at any time. 
H. Physician on Accidents 

1. Instruct the man on accident duty that all cases 
coming to the accident ward must be entered in the book. 
Failure to record a seemingly trivial accident or failure to 
enter a case referred elsewhere may involve the hospi- 
tal in difficulties. In traffic accidents besides the name of 
the driver and the number of the vehicle, always try to get 
the names of the people who brought the patient to the 
hospital. 

2. Blue “compensation” slips must be sent to the office 
in the case of all persons injured while at work or whose 
injury is a result of their work. 

3. Compensation cases may receive emergency treat- 
ment only. Do not refer these cases to the dispensary. 

4. Except in first aid emergencies, do not treat hospi- 
tal employes unless authorized to do so. Return the au- 
thorization slip to the office. 

I. Night Admissions 

1. The house physician or surgeon who is first called to 
see a case is responsible for the care of the patient. In 
event of any disagreement as to the service to which he is 
to be admitted, the house physician first called will take 
the case. In any real dilemma, call the director or assist- 
ant director. 

2. Patients who ask for and can afford semi-private 
accommodations are not to be admitted to the wards sim- 
ply because there is no room in semi-private; they should 
be referred to other hospitals. An exception to this rule 
may be made when a patient is brought directly from 
the scene of an accident and would be seriously hurt by 
being moved. 

J. Information Regarding Diagnosis 


With the exception of the police and the courts, the hos- 
pital gives no information regarding accident cases to 
anyone. If the police wish a statement, give the time of 
admission and the condition of the patient. 


Examinations 


K. Post-Mortem 

The removal of a gland or a wound inspection on the 

deceased is illegal unless written permission of the near 
est relative has been obtained. 


L. Accidents to Patients 


1. Whenever a patient meets with an accident any- 
where in the building, a written report by the house physi- 
cian or surgeon must immediately be sent to the director. 
This report is to be sent by the house physician, even 
though he was not at the scene of the accident, together 
with the statement of the staff man who was present. 


2. Prevent accidents by ordering side-boards when 
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needed. Avoid leaving an “S. O. S.” order for side- 
boards; the nurse may put side-boards on any patient 
without an “S. O. S.” order till the house physician gives 
an order to the contrary. 


M. Births 
1. Whenever a child is born in the hospital report this 
fact to the admitting room and fill out birth certificate 
at once. The sanitary authorities hold the individual 
physician strictly responsible for failure to report births. 
A still-born child must be reported in the same way. 


N. Deaths 


1. In cases of criminal] abortion or of any physical in- 
jury due to a criminai act, if the patient is in very se- 
rious condition the district attorney must be notified. 

2. “Certificates of Death” will be returned for addi- 
tional information which give any of the following dis- 
eases, without explanation as to the cause of death. (Sani- 


tary Code.) 
Abortion Meningitis 
Gastritis Peritonitis 
Erysipelas Septicemia 
Osteomyelitis Tetanus 


3. In case of osteomyelitis or abscess, always state 
“non-traumatic” if there is no history of injury. 

4. In case of meningitis state “meningococcus—second- 
ary to.” 

5. Certificates must be signed in black ink. 

6. Erasures and diagnoses with question marks are 
never accepted. 


O. Referring Patients to Dispensary 


1. Do not refer patients indiscriminately to the dispen- 
sary either from the wards or the accident room. 

2. Always look at the back of the admission card before 
referring to the dispensary. If the patient was sent by a 
private physician send him back to that physician. 


P. Abstracts from Other Hospitals 


There are blank forms to be used in requesting another 
institution to send an abstract of the history of their for- 
mer patients. Do not send individual letters. 


Q. Transfusions 


1. Transfusions are permitted only where there are 
definite clinical indications. Always try to obtain a rela- 
tive to act as dozor. If no relative is available, the patient 
is asked to pay if he can afford it. Do not urge the rela- 
tives of free patients to pay for transfusions. (Free pa- 
tients are marked “Rate C” on back of admission card). 

2. Donors never receive more than $35 for a transfu- 
sion or $2 if they are called and wait without the trans- 
fusion being done. 

3. Always have donors admitted to the _ hospital 
through regular channels. 

4. Be sure the donor and recipient have signed “con- 
sent” and “waiver” respectively. 

5. On discharging donors, put the name of the recipient 
and the quantity of blood taken on the one day chart 


R. Food to Patients 


1. Adults may have fresh fruit and ice-cream, but no 
other food, sent to them unless the attending physician be- 
lieves it necessary. Children may have no eatables sent. 
(Entirely new books and toys may be sent to children.) 
Any question in this matter must be referred to the as- 
sistant director. Do not send notes to the information 
clerk, asking her to make exceptions to this rule. 

2. Foods not on the regular diets may be ordered from 
the diet kitchen when the clinical condition of the pa- 
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tient indicates the need of such foods. Do not order “ex- 
tras” but order the specific foods you believe the patient 
needs. 


S. Special Nurses 


1. Special nurses are permitted when: 

The case urgently requires such attention as cannot be 
given by the ward nurses; it is assumed that specials will 
not be requested unless it is believed that they will be 
of decided value in curing the patient or saving life. 

2. Ward patients are not permitted to pay for nurses. 

3. Special nurses should be discontinued just as soon 
as the need for them has passed. 

Summary: Special diets, transfusions, special nurses 
and assignments to back rooms are to be requested on the 
basis of clinical needs and for no other reason; there must 
by no social, professional or personal discrimination among 
ward patients. 


T. Reportable Diseases 


1. The Sanitary Code requires that certain diseases 
be reported within 24 hours. If the diagnosis is made on 
admission, the house physicians need not make any report. 
The only way to know if the diagnosis was made is to 
consult the admitting physician or to look in the admis- 
sion book. If the diagnosis is made on the wards, report 
this fact to the admitting clerk. You should receive an 
acknowledgement from the board of health that the dis- 
ease has been reported. If you have not the acknowledg- 
ment, you are responsible for not reporting the disease. 

2. The following are to be reported: 

All communicable, occupational and “preventable” dis- 
eases. This includes, besides the diseases common to child- 
hood: 

1. Glanders, tubercular meningitis, pulmonary tu- 
berculosis, influenza, purulent conjunctivitis. 
malaria, pneumonia, hookworm, trichinosis. 

2. Rabies, tetanus, puerperal sepsis must be re- 

ported and all are very important. 

All venereal diseases. 

Food poisoning, including wood alcohol. 
Occupational disease (e. g., lead poisoning). 
All abortions (a) Incomplete. 

(b) Therapeutic. 

(c) Abortions for any other rea- 
son, e. g., if currettage is done 
for diagnosis and pregnancy 
found. 

Do not hesitate to call upon the office of the director 
when in doubt concerning procedure. 


PHS 





CHANGE IN SUPERINTENDENCY 


Mr. Samuel G. Ascher has resigned as superintendent 
of Mount Sinai Hospital, Hartford, Conn., and has ac- 
cepted the superintendency of the new Miriam Hospital 
of Providence, R. I. The resignation will take effect Aug- 
ust 1 and the new Miriam Hospital will be opened to the 
public about September 1. Mr. Ascher has acted as con- 
sultant on the construction of this hospital. The archi- 
tects are Kendall, Taylor & Co., Boston. 





FORD HOSPITAL OPENS SCHOOL OF NURS- 
ING AND HYGIENE 


The opening exercises of the new school of nursing 
and hygiene of the Henry Ford Hospital, Detroit, Mich., 
took place June 17 in the educational building of the in- 
stitution. Dr. C. E. A. Winslow of Ylae University was 
the speaker. 
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STANDARDS OF CARE FOR CONVALESCENT 
CHILDREN* 


By HORTENSE KAHN, Trustee, Happy HILLS CONVALESCENT HOME FOR CHILDREN, BALTIMORE, Mp. 


slight-of-hand, or the course of nature, but by defi- 

nite and intelligent care that a patient is able speedily 
to return to sound health after illness. 

The importance of this transition stage between sick- 
ness and health was recognized by Hippocrates and his 
disciples and references to the subject are found in their 
writings.’ Though as early as the fifth century B. C., 
they stressed the care of the patient struggling along the 
road of convalescence, the thought and study given to it 
through the intervening centuries has in the main been 
negligible. Surprisingly few references to this branch 
of medicine are found in literature; in fact ninety-two 
articles are the total number listed in the Index Medicus 
and Index of the Surgeon-General’s Library.’ Dr. Bryant 
notes that “the absence of any extensive literature seems 
accurately to mirror .the chronic apathy of the medical 
profession with regard to serious interest in the subject 
of convalescence, a lack of interest which is doubtlessly 
promoted by inadequate instruction in the subject in all 
medical schools.” 

The physician of today, as he is pushed by the demands 
made upon him in the large hospitals, can not be brought 
to task for devoting his time to acutely ill patients. It 
is his duty to prevent death, meet emergencies and keep 
his ward free from lingering recoveries. And yet it is his 
responsibility also to aid his patient until there is a com- 
plete recovery, in cases that are not chronic, and to direct 
the chronic ones. To the hospital physician and private 
practitioner can be laid to some extent the host of half- 
cured patients crowding the dispensaries today, who 
through lack of adequate convalescent care have come to 
this state. This responsibility does not fall alone upon 
the medical profession, but must be shared by the commu- 
nity. The acute hospital is not equipped to care for con- 
valescent patients, nor is it the proper place for them to 
recuperate. The community that is not conscious of this 
wide gap now existing in the public health cycle and does 
not take steps to remedy it, is falling short of its duty. 


Why Convalescent Homes Are Needed 


The physician has attempted to meet this problem 
through the out-patient department of the hospitals, but 
convalescent care in the patient’s home has been of minor 
value in the majority of cases. This plan is doomed to a 
degree of failure because funds are lacking with which to 
buy the necessary food, sunshine and fresh air can not be 
brought into overcrowded rooms, and few patients can 
thus interpret the doctors’ orders well enough to carry 
them out. The solution of the problem is in well-organ- 
ized and adequately equipped convalescent homes in the 
country. 

No writer on convalescence in the past has embraced 
the whole subject in a comprehensive manner, but each 
expounds one or several theories. Heylerus in his gradu- 
ation thesis in 1732 at Leipsic compiled the opinions of 
earlier authorities under the title “De Statu Convales- 
centia.” He quotes Celsus (25 A. D. Roman), who advised 
rest after meals, and Hippocrates (5th century B. C.), 


ie IS not by a charm of magic or by some act of 


*Reprinted by permission of the Burke Foundation. 
1. Convalescence: A Chronological Review. John Bryant, M.D. 


who especially emphasized moderation of exercise. Galen 
(130 A. D. Greek) advised riding and travelling. Hoff- 
mannus spoke of the necessity for tranquil sleep in pro- 
moting a return to health. Sydenham (1624-1689, 
England) stressed the importance of personal hygiene 
and regular habits. 

Between the years 1800-1878 there seems to have been 
an increasing interest in convalescence, for numerous 
articles were written not only in France, where the best 
work in this field was being accomplished, but also in 
England and even in the United States. In 1802 Four- 
cade wrote “Doii-on-Laisser les Convalescents avec les 
Malades?” In this he stresses the need of moral as well 
as physical care, and the value of light and air a aids to 
returning health. He highly recommends games and 
amusements as promoting “the tranquil: spirit necessary 
for recovery.”” 


Precursors of Modern Convalescent Care 


Maret in 1834 published “Considerations General Sur 
La Convalescence,” which seems to be the most complete 
of all the articles. He notes that during the period of 
convalescence the patient has characteristically a “ca- 
priciousness” of appetite, an increased nervous irritability, 
poor circulation and muscular exhaustion, poor memory 
and failure of imagination. He recommends simple but 
good food, fresh air and sunshine, controlled exercise, few 
drugs, and definite occupation. He emphasizes the point 
that recovery depends upon the “regaining of moral 
and intellectual control over the body.” Cook in the 
United States in 1833 noted first, that overdrugging was 
a harmful means in treating convalescence; second, that 
there should be a moderation of diet if there was no 
appetite, and third, that exercise was most important. 
Robertson in 1837 in England discussed the impossibility 
of producing real improvement in a patient convalescing 
from an operation without removing the patient from 
the unfavorable home conditions. In his paper he out- 
lines homes for convalescents and recommends that these 
should have a capacity of about 100 beds. 

As early as 1640 Paris had recognized this need and 
had established in the Hotel Dieu and in the Charite con- 
valescent wards with a capacity that would accommodate 
one-third as many patients as the acute wards.’ The 
valuable information that must have been obtained by 
the work in these wards has unfortunately not been 
handed down. In 1855 in France the convalescent hos- 
pitals of 1640 had been discontinued, and the need for 
them was so pressing that Napoleon III decreed that spe- 
cial hospitals for the care of convalescent patients of 
the working classes should be built. The Convalescent 
Hospital of Vincennes for men was opened in August, 
1857, with 460 beds, which were increased in 1861 to 522. 
The Convalescent Hospital of Vesinet was ready for 
occupation in August, 1859, with 350 beds for women of 
the working classes and fifty beds for mothers and in- 
fants. These institutions are indeed models in their 
class and it is to be deeply regretted that the splendid 
experiences of years have been practically unknown 
to the world outside of Paris. The hospitals were oper- 
ating up to the time of the World War when they were 
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recruited for military purposes. The one at Vesinet has 
been opened again since the war, and the other one wil! 
operate again as a civil convalescent home in the near 
future. 

In the United States work with convalescent patients 
has developed greatly since the beginning of the twentieth 
century. At least three-fourths of the institutions have 
been established since 1900. The last few years have 
witnessed the development of scientific treatment, and the 
breaking up of the general problem of convalescence into 
specialized branches. The expansion of the work is con- 
stantly embracing new fields. 


Growth of Convalescent Homes in U. S. 


As early as 1801 the New York Hospital society recog- 
nized the need of special care for convalescent patients 
and provided this care at the New York Hospital in the 
spacious gardens surrounding the buildings.” As New 
York City closed around the hospital grounds, this gar- 
den had to be abandoned. In 1894 a tract of land of 360 
acres was purchased in White Plains for the Bloomingdale 
Hospital, and here in 1897 the society opened an experi- 
mental cottage for convalescent male patients from its 
two hospitals in New York—the New York Hospital 
and the House of Relief. The experiment succeeded so 
well that in 1899 the society constructed and equipped a 
separate convalescent cottage for female patients from 
the medical and surgical wards of the new hospital. 
This building accommodated sixteen patients and was in 
operation in 1900... In 1907 two adjacent cottages were 
built for children. These buildings were not adequately 
equipped for winter work and had to be closed during 
the severe weather. In 1908 new buildings* were under 
construction and these accommodated sixteen to eighteen 
women and forty-two to forty-four children throughout 
the year. 

In Massachusetts in 1871 the St. Luke’s Home for 
Convalescents was started under the auspices of the Prot- 
estant Episcopal Church by a group of benevolent men 
who felt that special care should be given those men and 
women who were recovering from illnesses and could not 
provide for themselves those things which would help 
restore them to health. In 1875, in much the same way, 
a small home of four beds was established in Philadel- 
phia‘ for “any respectable woman and child needing 
shelter,” and soon it wes found that the applicants were 
convalescent patients. To meet the demand of conval- 


‘escent cases, the home has grown until now it has forty- 


nine beds. The Convalescent Home for Hebrew Children, 
Rockaway Park, Long Island, was established in 1879 
for the purpose of giving mothers and children a sum- 
mer outing. Today it has 248 beds, 120 of which are in 
use all-year-round. Here we find an early example of 
the summer vacationing camp that has recognized the 
need of winter convalescent care. 

An early summer camp with a similar history is the 
Children’s Fresh Air Camp and Hospital, which was 
opened in 1889 by an individual’ who recognized the need 
of constructive and preventive work among children. To- 
day the institution has sixty all-year-round beds and 110 
summer beds. The work is rebuilding weak, anemic, mal- 
nourished, convalescent children between the ages of six 
and twelve years, who are patients of either the Cleveland 
hospitals, or dispensaries, or schoo] clinics. 


2. New York Society Report of 1915. Mr. Edward W. Sheldon. 

3. Money for’ construction largely given by Misses Catherine and 
Maria L. Campbell, from whom the institution takes its name. 

4. St. Francis Country, Home, Darby, Pa. 

5. Mr. Hiram Addison, Founder. 
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The histories of these and other early institutions typi- 
cally show the first steps of the whole convalescent move- 
ment in this country. The need for convalescent care was 
recognized in each instance by an individual or a small 
charity group who started a home usually on a modest 
seale and expanded it as the demand for more beds in- 
creased. 

It is interesting to note how the various institutions in 
the United States started and by whom the need was 
first recognized. Information at hand shows that of the 
fifty-two institutions which treat convalescent children, 
twenty-four were established through the efforts of in- 
dividuals interested in the work, fifteen, through religious 
charity organizations, eight by associations such as tu- 
berculosis, social service, and children aids, two with 
municipal’ aid, and three by hospitals. These institutions 
in the main are supported by contributions from the pub- 
lic at large, only a few are fully endowed, and the ma- 
jority, receive a small state or city subsidy. 


One Convalescent Bed to Every Ten Acute 


At first it was solely the problem of adult convalescence, 
but gradually the child as young as twelve was included, 
then the mother and infant, and finally children from in- 
fancy through adolesence. Not only has the field ex- 
panded by increasing the range of years of the patients, 
but it has gone further and specialized in various dis- 
eases until today there are in round numbers 10,000 beds 
devoted to the care of convalescent patients.’ More than 
twenty-five per cent of these restrict their work to child 
convalescence. This number far from meets the need of 
the country at large, for New York City has nearly one- 
half of all the convalescent beds. It is estimated that 
the average community requires one convalescent bed to 
every ten acute hospital beds and that five per cent 
of its dispensary cases need country institutional care. 

The impetus given to the convalescent movement in 
the United States came with the opening of the Burke 
Foundation in 1915 with its extensive buildings so well 
equipped to accommodate 300 patients. It is quite sig- 
nificant that the plan, the policy of treatment, and the 
routine of this institution are so similar to that of the 
Convalescent Hospital of Vincennes and the Convalescent 
Hospital of Vesinet in Paris. Little more than the name 
of these institutions of France was known until recently. 
When two such widely independent endeavors have 
reached about the same goal, it is with assurance that the 
theories can be accepted. ‘ 


Adult and Child Care Contrasted 


Following the development of convalescent work in 
America we find convalescent care of children separating 
from convalescent care of adult, and establishing itself 
in separate institutions. Fundamentally the need of rest, 
good food, and sunshine is essential to both child and 
adult, but the applications of work and play therapy are 
somewhat different. The problem of adult recreation is 
one of stimulating the patient to forget himself in his in- 
terest in something else. His is generally and primarily 
a neuro-mental problem, and once he has the will to do, 
he is well on the road to recovery and can soon take 
care of himself. The convalescent child is active and 
anxious to move and play, and is hardly able to recall 


6. Convalescent Hospital, Philadelphia, Pa., established by the 
eity of Philadelphia in 1922. 

7. These figures have been estimated from the “Directory of Con- 
valescent Homes in the United States; M. E. Sinclair; Sturgis Re- 
search Fund. 


(Continued on page 51) 
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A STUDY OF THE FREE SERVICE RENDERED BY THE 
CHILDREN’S HOSPITAL OF PITTSBURGH 


By PHYLLIS McMARLIN, FIeLp REPRESENTATIVE, STATE DEPARTMENT OF WELFARE, HARRISBURG, PA. 


to justify its free care of patients has made the 
following statistical analysis of its credit cards 
collected from September 1, 1923 to March 15, 1924. 

In considering 
the thirteen full- 
pay patients, one 
can see a very 


Te Children’s Hospital of Pittsburgh in its effort 





CHaaT I. 
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SLAeiricATION omen oe PATIENTS much better type 
FREE 278 of employment. 
PART PAY \oe Five were sales- 
FUL PAY 13 men, one a_ hoist- 

ing engineer, one a 








tinner, one in the 
shoe business, one a railroad conductor and four were 
machinists. The number of children did not exceed three 
and the average was one to the family. 
In the following charts we will discuss the 384 free 
and part-pay patients.* 
In Chart II, we see the occupation having the largest 
number of heads of families employed in the laboring 
group, with 158 men constituting 40 per cent of the heads 


than $40 a week. Out of the one child group, 24 or 38 
per cent of that group had no employment, but seventeen 
of the remaining number fell in the group having a 
weekly wage of $10 and less than $15. In studying chart 
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II, one again realizes the small wages and large families, 
and can feel justified in giving free care when the chart 
shows in a very unbiased way the actual conditions, with 





















































out the addition of some of the almost 
= Guar B tragic histories of the clients. In the $30 
= to $35 group, the two families with two and 
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of families. Steel mills, a subdivision, employ eighty-two 
of this number. 

Even though the employment situation improved in 
1922, we found that sixty-three or 16 per cent of our 
mothers and fathers did not have employment. We might 
state that a large proportion were deserted wives, who 
had not yet adjusted themselves to their present plight. 
Some were not working because of industrial accident, 
and others were widows being supported by the social 


agencies of the city and Mothers’ Assistant Fund of 
Pennsylvania. 
In the clerk classification, the wages were low, and 


there were only two bookkeepers. Most of the positions 
seemed to entail filing and work of that type. Several of 
the women breadwinners were stenographers. In the 
division of clerks in stores, there were mostly women 
working in grocery and dry goods stores. 

Chart III shows the group of free patients who fell in 
the $15 or less than $20 a week wage, and $20 and less 
than $25 wage; 53 per cent of these families had four or 
more children. Taking the families as a whole, 48 per 
cent had four or more children living on incomes less 


*In the classification of semi-skilled, we include three farmers and 
two barbers, but most of the number were machinists’ helpers and 
trades of that type, which dealt with the making of steel. 





families of two children predominating. 
The amount paid for part-pay services ranges from 
$2.50 per week to $15 per week, full-pay patients at 
that time paying $18 per week. Most of the families paid 
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$5, $7 and $10 per week for their children. This study 
shows that we are serving the poorer classes of our city. 
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A MODERN SURGICAL UNIT FOR A TUBERCULOSIS 
SANATORIUM 


By GEORGE T. PALMER, M.D., MEpICAL DIRECTOR, PALMER TUBERCULOSIS SANATORIA, SPRINGFIELD, ILL. 


gical conditions of the chest acquired during the 
World War, this special branch of surgical work 
has gained great impetus during the past few years. Com- 
petent authorities contend that under proper conditions, 
operative work within the chest is not as serious a mat- 
ter as formerly believed and eminent surgeons insist that 
within the next ten years the thorax will be invaded for 
surgical purposes with the same degree of impunity that 
surgeons have invaded the abdomen in times past. 
With this general progress in surgery of the chest, the 
surgical treatment of pulmonary tuberculosis assumes a 
new interest, and a new hope is given to the advanced 
consumptive. In fact, it has been recently stated that no 
patient suffering from advanced tuberculosis should be 
regarded as hopeless and no patient relegated to institu- 
tions for the incurable until the surgical possibilities of 
the case have been carefully studied, both by internists 
familiar with diseases of the chest and thoroughly compe- 
tent surgeons. 


Adequate Surgical Facilities Needed 


With this new development in tuberculosis work, several 
of the physicians at the head of tuberculosis sanatoriums 
have come to realize that the thoroughly inodern and com- 
plete institution for the tuberculous must have adequate 
surgical and hospital facilities. For some time it has been 
recognized that while the various general hospitals have 
adequate surgical equipment for operative tuberculous 
cases, they have not the proper facilities for their very im- 
portant after-care; while many of the tuberculosis sana- 
toriums that are admirably adapted to the after-care are 
not equipped for the actual surgical work. 

There has recently been completed at the Palmer Tuber- 


Wee the tremendous increase in knowledge of sur- 
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culosis Sanatoria, Springfield, Ill., surgical operative and 
hospital units which are quite unique in character and 
which are intended to meet the need of rapidly developing 
chest surgery. These units are a part of a general build- 
ing program which were erected during 1924 for the de- 
velopment of a model institution for medical and surgical 
chest cases with a maximum capacity of a hundred beds. 

The entire group of buildings is one-story high, of 
brick and hollow tile construction with an exterior facing 
of buff magnestone. A Spanish style of architecture is 
followed with broad sloping red roofs. 

The administration unit consists of living room, public 
and private dining room, kitchen, pantries and offices on 
the main floor, with store rooms, heating plant, laundry 
and help’s dining room in the basement. A storage room 
for trunks and baggage occupies the second floor. 


A Complete Surgical Unit 


Connected with the administration building by a steam 
heated passage-way is the surgical unit consisting of a 
large surgical operating room, sterilizing room, instru- 
ment room, physicians’ wash-up room and dressing room. 
There is also located in this unit a general laboratory and 
a large x-ray room with suitable dark room. 

Extending from the operating section is a general hos- 
pital with nineteen private rooms, four baths and a ward 
for six patients. This section also contains the customary 
nurses’ dining room, diet kitchen, nurses’ office and jani- 
tor’s closet, and each private room is provided with a 
large closet. Throughout the entire building casement 
windows are used, supplemented by large transoms for 
ventilation purposes. The doorways throughout the entire 
building are large enough to admit the ordinary hospital 
bed. The floors throughout all buildings are of dull red 


HOSTAL & MOMINIS TRATION li 7r 
PALME SANATORA , PRINGTULD Lal 
De GLO Ths Putte, Lb01N Larne 


HMMA TON BDOX ACOHITECT 


FEOR/A SLL 
eo § 7 &% © 25  @ #o & So 
SCALE 








Na itn /L00k PIAAN 

















THE MODERN HOSPITAL 





Palmer Tuberculosis Sanatorium, Springfield, Ill. 


magnestone with border and base of black. 

The buildings which were erected during 1924 and for 
which plans were prepared by Hamilton B. Dox, of Peoria, 
consist of wings extending to the east and west of the 
administration building for the use of semi-ambulant pa- 
tients. 

The Palmer Sanatoria occupy a rolling and heavily 
wooded tract of ten acres and the grounds are being 
landscaped by Swain Nelson and Sons of Chicago. 

The administration, operating and hospital units were 
completed at a cost of approximately seventy thousand 
dollars. 





DEVELOPMENT OF THE FREE CLINIC AT 
BAYLOR HOSPITAL 


The growth of the clinical idea in the country in the 
last twenty years has been remarkable. General clinics 
for all kinds of ailments are maintained in every impor- 
tant city in the United States where charity work is done, 
and where people of moderate means go for examinations 
and service. 

Baylor Hospital’s clinic, Dallas, Texas, in connection 
with Baylor College of Medicine has grown from a staff 
of three physicians in 1909, the date of its establishment, to 
a staff of fifty physicians, among them the most widely 
known men of the profession in Dallas. In the first year 
of its work only several hundred attended the openings for 
patients, but in 1923-24 the clinic tieated 20,000 patients. 
The year 1924-25 will total 30,000 patients treated. In 





The Baylor Hospital Free Clinic. 


the current year 3,948 patients were treated for general 
medical conditions; ear, eye, nose and throat patients to- 
taled 3,876; surgical, 2,912; genito-urinary, 2,389; gyne- 
cology 1,945; dermatology, 1,709; pediatrics, 1,360; ob- 
stetrics, 548 mental and nervous, 414; dental, not in- 
cluding those treated in dental college, infirmary, 77; or- 
thopedics 46, totaling in all 19,224 cases. 

In 1920-21 the patients numbered 11,114; in 1921-22, 
12,320; in 1922-23, 15,994; in 1923-24 19,224, with a pros- 
pect of 30,000 for the current year showing, in no meager 
way, the steady development that has come through this 
agency. 

Social welfare work is maintained in connection with 
the clinic, and a well-organized service has been rendered 
to the needy by the workers in this department. 

The basement contains rooms and wards for colored 
patients. The first floor is devoted entirely to examina- 
tion and waiting rooms, for colored patients on one side, 
and for white patients on the other. The upper floor is 
given over to wards and rooms for white patients. 





MR. ASA S. BACON MARRIES 


At Chicago, Ill., on June 6, 1925, the marriage took 
place of Mr. Asa S. Bacon and Miss Anna May Nickerson. 
Rev. Frank B. Nickerson, the bride’s brother, officiated 
at the ceremony. 

Mr. Bacon, as is well known to our readers, is the 
superintendent of the Presbyterian Hospital of Chicago, 
and was the silver jubilee president of the American 
Hospital Association and treasurer of the association for 
eighteen years. On June 1 he completed twenty-five years 
of service with the Presbyterian Hospital and to mark 
this event, and also as a wedding gift, the hospital’s 
board of trustees has voted him an extended trip in the 
East, with all expenses paid, in addition to granting him 
a liberal increase in salary. 

Mrs. Bacon is the niece of Mr. Bacon’s late wife who 
died May 2, 1923, and is a Canadian by birth. 

Mr. and Mrs. Bacon will be at home after November 1. 





The varied uses to which My Pledge and Creed has 


been put, were pointed out in a previous issue (June 
1925, page 539) but many institutions throughout the 
country have gone even further and used it in their 


graduating exercises. 
Among the first nurses 


, 


training schools to use it in 


this connection is the Mills Training School for Male 
Nurses, Bellevue Hospital, New York. Each student 
solemnly repeats the pledge upon joining the student 


council and it is also administered by the chaplain to 
the graduates at the commencement exercises. 
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THE THERAPEUTIC VALUE OF BOOKS 


JOSEPHINE A. JACKSON, M.D., PASADENA, CALIF. 


heart is attuned to at the moment. When the in- 

valid finds himself on his bed of pain, or when his 
mind is jerky so that it fails to make contact, the thought 
on the printed page “glides into his musings” with a 
healing power for body and mind, and this done “ere he 
is aware.” If Bryant were writing today instead of 
saying “steals away the sharpness,” he might use the 
more up-to-date, though less poetical phrase “intrigues 
his interest.” 

The right book, especially in convalescence, is the in- 
valid’s friend, as it takes his mind off his aches and pains 
and’ gives him a welcome change from self-centered 
thoughts. His blood flows more evenly, his mind func- 
tions with less effort, and the effect is that of rest. It is 
well known that when one is ill, Nature steps in with an 
added dose of sleep, and by its interruption of all traffic 
in conscious thought, sleep clears the way for unimpeded 
flow of the healing life stream into every tissue of the 
body. 


J = as does Nature, books speak the language the 


Tonic and Sedative Value 


One loses oneself in sleep. With an almost equal 
degree of abandon, one loses oneself in a good book. 
Healing goes on better when the individual’s mind is off 
himself. Pain racks him less; time passes more swiftly; 
no black mood settles down on him. All this means pas- 
sive therapy on the part of the book. But the right 
book is an active therapeutic agent as well, since it actu- 
ally affects the body chemistry of the invalid. As the sick 
man’s fancy is thrilled with high hopes for the hero— 
whether lover, adventurer, or clever crook—that very 
mood proves a stimulus to his glands of internal secretion 
—thyroid, adrena! and others—which respond by pouring 
out an increased supply of their dyamogenic secretion, 
making the heart less sluggish, the diaphragm more vig- 
orous, and the digestion livelier. 

For this effect and for several other reasons, the 
friendly book is far better than the friendly visitor. The 
printed page appeals with authority. If anything is 
printed in a book, it must be so! With almost no effort 
on the part of the mind, a message comes home, And 
then when one reads he is alone with the thought of the 
writer; no one hears the word that passes between his 
mind and the thought of the author, so the state of rap- 
port—oneness of mind—suffers no interference. Sug- 
gestibility and readiness of mood come naturally, so that 
an effort at attention is not needed. Another considera- 
tion is that the readiest and most direct route to the heart 
of things—the subconscious mind—is made through the 
eyes rather than through the ears. 


Majority of People Eye-Minded 


Personalities divided as to auditory and visual will be 
found largely in the latter group, which gains most of 
its equipment and its pleasure from the eye rather than 
the ear. The subconscious fills its storehouse of memory 
best by what it sees. And in its play activity, represented 
by dreams, seldom is a word spoken or heard, for visuali- 
zation is the most ready function of the subconscious. 
The auditory personality is the unmitigated nuisance 
whose thoughts can work only with the twirling of his 
tongue. Let us not be too hard on him, however, for 


we all break into speech with ourselves when alone and 
thinking hard; and the movies hold this auditory sense 
to be a worthy adjunct, as they strive to fit the music to 
the scene. 

Access to the subconscious, whether through the spoken 
word or through the message of the printed page, is 
readier when one is ill. Illness connotes lowered psycho- 
logical] tension with increased suggestibility—increased 
get-in-ability, one might say, for a suggestion is an influ- 
ence that gets in and takes hold of the mind. The man 
who is ill is tender-minded, as William James would 
phrase it; and his threshold of stimulation is low, so that 
ideas glide in and entrench themselves for all the future 
years. 

Spiritual leaders have made empirical use of this prin- 
ciple through all time, being most assiduous in their at- 
tendance on the sick. The hospital worker today, whether 
ministering directly to minds or bodies, is a new adapta- 
tion of the old dual role of physician-priest, for nothing 
can go far amain or amiss in the spirit without affecting 
the body for weal or woe. The word spoken in due sea- 
son, how good it is! 


How the Quality of Empathy Aids 


“A merry heart doeth good like a medicine.” Modern 
science has made vast strides in revealing to us just how 
it all comes about, but we can make no better formula- 
tion of the effect of mind on body than this ancient prov- 
erb. The ancients, lacking knowledge, made use of their 
intuition, and we as social workers in whatever ca- 
pacity, would do well not to neglect that same light with 
which every man comes into the world. Intuition can be 
flashed onto any situation, enabling us to play up, if not 
with sympathy, at least with the quality of empathy which 
enables us to read ourselves well into the feelings and 
viewpoints of others. To come down to a specific in- 
stance: Where empathy was lacking, would the last word 
in library training have helped out in the following situ- 
ation? The boy told the librarian that his sister wanted 
a poem—he just couldn’t remember the name, but it was 
about a red ship. As she was not lacking in intuition, the 
lady gave him Omar Khayam’s Rubaiyat! 

With books to make him merry, the glands of internal 
secretion do their best work for the invalid. Glands are 
the acknowledged regulators of personality, giving us the 
thyroid type, the adrenal type, the pituitary type—male 
and female, depending on whether anterior or posterior 
gland predominates. But these endocrines taken together 
are the first and last word in physiology. 

The merry heart not only affords no hindrance to the 
flow of the dynamic secretions, but actually stimulates the 
activity of the chemical laboratories in which they are 
made. Play the right emotions and you play the right 
body chemistry. 

It used to be said that the blood was the life; but we 
know now the blood is simply the pipe-line carrying the 
out-put of these vital structures whose regulated activity 
determines man’s sanity, spirituality, and total poten- 
tiality. 


Sickness Brings Increased Suggestibility 


The man who is ill is in a state of increased suggesti- 
bility. With the forces of the body below par, he is less 
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self-assertive, less opinionated, more receptive; akin to STANDARDS OF CARE FOR CONVALESCENT 

the state that comes to us all when we are near to CHILDREN 

sleep and the reins drop from the grasp of the conscious 

mind to be taken up by the ever-ready and wholly compe- 

tent subeonscious. There is a reason why one should not his ailments. Here the success comes of directing (often 
let the sun go down on his wrath, why the last word to repressing) his energies in the right way rather than 
. the sleepy child should be “God bless you darling,” why of stimulating them. 
i the one who is ill should have only the well-chosen word. The tendency to specialize child work has gone fur- 
The reason is this: The subconscious is “on top” at ther and the work of the general child convalescent home 
such times and receives the message with no intermedi- js being supplemented by institutions for the special care 
ary to modify its import. Therefore, it should be the of certain diseases. One of the most important sub- 
correct message. And further, the subconscious at all divisions is the preventorium work, which has developed 
times has its finger on the electric button—the emotional to g marked degree. This has been stimulated by the 
stimulus that regulates the activity of the life-giving tyberculosis associations because the building-up of the 
glands. We must, therefore, be especially careful that child with a tuberculous tendency is one of the most ef- 
the subconscious gets the right cue when this hypnogogic fective measures in checking the spread of the disease.* 
state of sleepiness or illness brings the subconscious quite 
to the surface, naked and unguarded. 


July, 1925 


(Continued from page 46) 


_ a . 


Convalescence of cardiac children has become a distinct 
branch, and rightly. In a special institution the treat- 
Stimulative Effect of Reading ment does not take the form of restrictions, but is simply 
a matter of routine.” Orthopedics and tubercular joints 
and poliomyelitis cases are also claiming a separate field 
in convalescence as they have in general medicine.” In 
fact all convalescent classes that can not follow the rou- 
tine of the general institution are establishing themselves 
in separate groups. 


The glands of internal secretion, those feeders of the 
life-blood, depend for their stimulation on the emotions 
that play in the heart of man. The adolescent gir] likes 
love-stories, the eight or ten year old girl just adores 
babies. Nature makes the appetite. The story-book stimu- 
lates the internal secretions just as the thought of lemons 
stimulates the salivary gland—with just this difference, “8. Cheerfield Camp, Memphis, Tenn. Rest Haven Preventorium, 


that the first named chemical goes directly into the blood hg SE, Tg Wehesoulesis Poeventestam fee Chilésen, Waste 


stream stimulating every tissue of the body, and changing v. he Mineola Home for Cardiac Children, Long Island. Mary 
. . , Zinn Home, White Plains, N. Y. 
the form and structure thereof. 10. Sewickley Fresh Air Home, Sewickley, Pa Country Home for 


‘ 2<Ce > pes . cc ‘ re 2° a< Convalescent Children, Prince Crossing, Ill Country Branch, Ortho- 
The adolescent boy reads books of adventure; he i: pedic Hospital, White Plains, N. Y 


going to be the adrenal type. Men are pre-eminently of Se 
the adrenal type, aggressive, courageous, seeking adven- 
ture, finding zest in something difficult to accomplish. The A. H. A. INAUGURATES EMPLOYMENT 
boy raised in the city, as compared with the country boy, BUREAU EXPANSION 
has much less to stimulate the adrenal gland, whose func- 
tion it is to make him a man of courage and forcefulness. 
He has to depend more on books of the right sort and has 
to live in phantasy until the life of the business world 
plunges him into adventure. The youth whose tortured 
body holds him back from engaging in the fray needs this 
substitute food for the spirit, the interest intriguing and 
endocrine arousing message of the rightly chosen book. 
Again this precious quality of empathy, the ability to 
read herself into the mind of her patient, will enable the 
hospital librarian to feed him with sufficient food; and 
if by chance she could steal a moment to read aloud to 
him, the doctor in the ward would begin to wonder just Cincinnati, and Dr. William H. Walsh, executive secre- 
what prescription of his has worked the miracle. The tary of the association, has been delegated to formulate 
therapeutic value of worth-while books is beyond our rules and regulations to assure efficiency and success in 
thinking. the conduct of the work. 


As a service to the hospital field, an expansion of the 
employment bureau of the American Hospital Association, 
previously maintained for the benefit of its members, has 
been inaugurated by the board of trustees of the associa- 
tion. Under the new plan the bureau will operate on a 
business basis, the actual cost of the work of the bureau 
being defrayed by those who secure positions through its 
efforts. 

A committee of three, consisting of Mr. Asa S. Bacon, 
superintendent, Presbyterian Hospital, Chicago; Dr. A. C. 
Bachmeyer, superintendent, Cincinnati General Hospital, 
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Emmanuel Hospital, Portland, Ore. 
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WHAT PROVISIONS DO ALUMNAE ASSOCIATIONS 
MAKE FOR HOSPITAL CARE OF NURSES? 


fronting the hospital. In many of the older hospitals 
of the country the nurses’ alumnae associations share 
the hospital’s responsibility in the care of sick nurses by 
the endowment of free beds for graduate nurses, or by 
some other arrangement. The administration of these 
endowed beds differs in various institutions so that they 
may serve those most in need of assistance. Many hos- 
pitals extend this privilege only to unmarried nurses, 
and offer free care only to those who are unable to pay 
half the usual rate. Others extend the privilege of the 
endowed bed insofar as the interest on the endowment 
defrays the expense. In some hospitals where nurses’ 
alumnae associations have not made provision for gradu- 
ate nurses’ care, the hospital makes a discount from its 
regular charges or provides special ward service for its 
nurses, both graduate and undergraduate. 
The provisions made in a few representative hospitals 
are given here for the purpose of comparison and general 
information on this subject. 


Two Endowed Beds at Mount Sinai 


The Nurses’ Alumnae Association of Mt. Sinai Hospital, 
New York, N. Y., has endowed two beds for the benefit 
of members of the association. Any member of the asso- 
ciation has the right to use a bed in the alumnae room 
without regard to her financial or social status. The beds 
in these rooms are used like any other endowed beds of 
the hospital and are available at all times for those who 
have the right to enter, subject only to the rules of the 
hospital which exclude only patients suffering from 
chronic, incurable and contagious diseases. 

At the New York Hospital the nurses’ alumnae asso- 
ciation has not provided a bed for its members. However, 
the board of governors has set aside a small room con- 
taining three beds for the free use of pupils and graduates 
who are still engaged in nursing. 

The Brooklyn Hospital, Brooklyn, N. Y., does not have 
a bed endowed by its nurses’ alumnae association, but the 
hospital itself allows a fifty per cent discount on the bill 
of a nurse who is a graduate of the hospital. 

One New York hospital has a room endowed by the 
nurses’ association for $10,000, which is only half the 
amount needed to endow such a room. When more than 
one nurse is ill those not accommodated in the room are 
given a fifty per cent reduction in hospital expense. The 
occupant of the room is given free service, and the hos- 
pital stands the loss of what the endowment does not 
cover. 


P tronting a for sick nurses is a problem ever con- 


Offers Free Care to Its Nurses 


Another New York hospital which does not have a bed 
endowed by the alumnae association gives free treatment 
both to graduate and pupil nurses. The board of gover- 
nors has set aside a room containing two or three beds for 
the free use of nurses. Under the rules of the hospital 
any graduate who is earning her living is entitled to free 
treatment. 

Rhode Island Hospital, Providence, has two free beds 
for nurses which have been endowed by the alumnae as- 
sociation and their friends. Both graduate and pupil 
nurses are admitted to these two rooms for treatment. 
If more than tWo are sick at a time they are taken care 
of free by the hospital. No difference is made between 


single and married nurses. The nurses are under the care 
of the doctors on duty, but if they prefer to be admitted 
as a private patient they are charged the same rates as 
other private patients. 

The Presbyterian Hospital, Chicago, Ill., has one room 
for nurses endowed by the alumnae association. The room 
is endowed for $10,000 but, owing to the demand upon 
the room, the alumnae are trying to raise the endowment 
to $56,000. 

The room is in charge of one member appointed annu- 
ally by the alumnae, and no nurse can occupy the room 
excepting by consent of this officer in charge of the room. 
Owing to the demand for the room it is used only to 
the extent to which the interest on the endowment will 
support it. 

St. Luke’s Hospital, Chicago, IIl., does not have an en- 
dowed room for sick nurses but a proposal for such 
a room is being considered by the nurses’ alumnae asso- 
ciation. The agreement made was that the use of the 
room be restricted to graduates of the school without re- 
gard to their financial or civil status. The right to nom- 
inate occupants will be in charge of a committee of nurses 
selected by the alumnae. It was further agreed that they 
might select either of two plans: (1) that nurses should 
be cared for in any available room to the extent of 365 
days in any one year, or (2) that a certain room be kept 
for their use at all times but that any vacant time be their 
loss. 


Cares for Graduates at Half Rate 


At present the hospital cares for all graduates unmar- 
ried (or married and in need) at half rate, or if their 
financial condition is such that the payment of such a 
rate would be a hardship, the hospital cares for them free 
of charge. 

The Michael Reese Hospital, Chicago, IIl., has an en- 
dowed room for members of the nurses’ alumnae associa- 
tion. The interest on this money is bulked with the gen- 
eral endowment fund. The original agreement was that 
the nurses’ alumnae would take care of members of its 
association in a private room at the rate of $12 a week. 
No mention was made that the nurses would occupy but 
one room. Thus the hospital has, at no time, refused to 
take care of more than one nurse at a time. The alumnae 
association arranges to pay for this $12 out of its own 
funds for a period of six weeks. Sometime ago the hos- 
pital changed its policy and extended the $12 rate privilege 
to all its graduate nurses. 

Those who are not members of the association, of course, 
pay the regular rate. Married nurses are not given the 
advantage of the $12 a week rate even if they are act- 
ively following their profession. All other graduates 
engaged in the profession of nursing are entitled to the 
$12 rate. 





“Nursing is an art, and if it is to be made an art, it 
requires as exclusive a devotion, as hard a preparation 
as any painter’s or sculpor’s work; for what is the having 
to do with dead canvas or cold marble, compared with 
having to do with the living body—the temple of God’s 
spirit? It is one of the Fine Arts; I had almost said the 
finest of the Fine Arts.—Florence Nightingale. 
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No satisfactory solution to a problem in your hospital 
is too trivial to pass on to other workers in the field. No 
question that perplexes you is too small to bring to the 
attention of those with greater experience in the field. 
This department is the readers’ exchange, and its useful- 
ness is dependent upon the measure in which its readers 
share their problems and their discoveries. 


DAKIN’S SOLUTION 


The following standard formula has been worked out 
to facilitate the making of Dakin’s solution. 


EID I <n ci oc a sels a weuns wok a0 eee 4oeu es 150 gm. 
EY. chose acts Ska ack Ae Sa RA 1,000 c.c. 
Make a solution of sodium carbonate, monohy- 

EE ofa ca cae ad ee a ree ae ee A 180 gm. 
WE 5c cadeneas cache ia aes ees eaeeied Rae aes 1,000 c.c. 

and add to the chlorinated lime mixture. 
Let stand 24 hours. Then filter; wash mass on 

Se We WE chicane teanmceeen ade nano 100 c.c 
Then add a solution of sodium bicarbonate..... 250 gm. 
MN. ec cde Ki edkn a RENeO hae eke wEd ERS wES 2,000 c.c. 

mix well and add in small portions at a time a 

mixture of Hydrochloric acid....sp. Gr. 1.196 75 gm. 
MEE aidians sa ol wae aierd ee KA eae Slee 225 gm. 

stoppering and shaking well after each addition. Let 

stand 24 hours, filter and assay. 

Assay 

Mix 
PE SENN 6 i5c6.6cc0KdGaudisGanewesedanss 10 c.c 
WE ctnb6h50646066NS6dC Oe Ks sOh6eOEsSRRKOSOR® 50 cc 
eee Dee «ee OO: 66 6 is 66 6si ces decade cceee 10 c.c 
Pe OEE caiecvcnsccnsdebSeds cuca dann 10 c.¢ 


in order named; run in from a burette. 

1/10 normal sodium thiosulphate V.S. till the iodin dis- 
appears, and sol. is colorless; read the number of c.c. 
consumed and adjust the liter according to the formula 
standard of 12.5 c.c. to 13.5 ¢.c. and dilute accordingly. 


Use Only Green Glassware 
Each c.c. 1/10 normal sodium thio. V.S. consumed cor- 
responds to chlorin 0.003546 . 12.5 ¢.c. = 0.044325. 
The lower limit is 0.04500. 


Note on Process 
It has been found best to mix the chlorinated lime and 
water in a mortar as follows: Pour about 125 c.c. water 
into the mortar, add the lime and triturate till it thickens. 
Add another 125 c.c. water and continue the trituration 
until all lumps disappear. Then add 250 c.c. more water, 


stir thoroughly, let settle five minutes and carefully pour 
off the milky fluid from the coarser particles into a bottle. 
Add about half the remaining water to the mass in the 
mortar; triturate well; allow to settle as before; pour 
off to the first portion and rinse out mortar with balance 
of water. 
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In filtering it is advisable to have a funnel of suffi- 
cient size so the filter paper will be well below the rim of 
the funnel. Push a good sized tuft of absorbent cotton 
into the neck of the funnel in such manner not to 
close the flow but to form a support for the filter point. 
Keep the filter well covered. The sod. bicarb. mixture will 
not make a clear sol. as there not water enough to 
dissolve the bicarbonate, but it all dissolves on mixing. 

The addition of the hydrochloric acid disengages CO: 
and if in too large portions some chlorin also; this is to 
be avoided by adding small portions and thoroughly shak- 
ing before adding more. Allowing the solution to stand 
till clear, pouring off the clear solution as wanted, and 
filtering only the last residue, saves chlorin. If not used 
within a week titrate again, as the chlorin content gradu- 
ally changes. Use only green glass or earthenware or 
good enamel ware. 


as 
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HOSPITAL ROUND TABLE 


1. How can tuberculosis patients be cared for on 
twenty-one dollars a week? p. 3. 
2. What value have departmental cost sheets? p. 6. 


3. Wherein are hospital and hotel problems similar? 


p. 9. 

4. How does a “part-pay hospital” meet its expenses? 
p. 13. 

5. How can data on hospital records be made more 


available and comprehensible? p. 16. 

6. What is the best method of making state hospital 
dining rooms pleasant? p. 20. 

7. Why should patients with heart disease receive a 
hospital education? p. 24. 

8. What is the value of hospital and community inter- 
relationship? p. 29. 

9. What facilities should the hospital offer commun- 
ity physicians? p. 38. 


10. What is the purpose of fees in a dispensary? 
p. 40. 
11. How can the convalescent best be aided in regain- 


ing health? p. 45. 


12. What is the therapeutic value of books? p. 50. 

13. What are some methods of providing hospital care 
for nurses? p. 52. 

14. What are the characteristics of an ideal nurse? 
p. 54. 

15. How can fruits be served most appetizingly for 
patients? p. 56. 

16. What qualities are essential in a male occupational 
therapist? p. 67. 

17. What is the most suitable method of lighting a 


hospital room? p. 76. 
18. What is the percentage of heat loss resulting from 
scale in boiler tubes? p. 8&2. 
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WHY NOT NURSING>* 


By ETHEL A. ACKERMAN, B.S., R.N., INSTRUCTOR IN NURSING, MANSFIELD GENERAL HOSPITAL, MANSFIELD, OHIO. 
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‘ 
” [For years schools of nursing held themselves aloof 
from all forms of publicity, and considered it beneath 
their dignity to seek community interest in their prob- 
lems, or community understanding of their aims and 
ideals. Of late years this attitude has changed and there 
is increasing evidence that schools of nursing are seek- 
ing to advertise their advantages and thereby increase 
their enrollment of students. 

Like many other things, advertising may be honest, 
ethical, and in good taste, or the reverse of all three. It 
was perhaps inevitable that in learning to use this new 
tool, some schools should swing to the extreme and choose 
forms of publicity that are open to criticism. 

In the case of a school of nursing having all the advan- 
tages the Mansfield School appears to have, the following 
article suggests one good way to enlist the cooperation 
of club women, who are usually more or less interested 
in hospitals, but know little of the difficulties involved in 
providing adequate nursing care for the sick, either in 
the hospitals or the community. ; 

In all such cases, however, it is wise to be perfectly 
honest and not paint too glowing a picture. Oftentimes 
it is better to enlist the help of club-women to improve 
conditions. An interesting article by Miss Clifford in the 
April number of the American Journal of Nursing tells 
of one successful effort to accomplish this.|—THE EDITOR. 


originator of the famous “spare the rod” slogan 

who has not had his own pet theory concerning the 
training of the young for the problems of the future. 
However, all have agreed in wishing them to be unsel- 
fishly happy, successful, and interested in the worth while 
institutions of society. Time has proved that the greatest 
happiness comes from congenial work that carries with 
it a generous portion of service to others. 

Until recently no effort has been made to direct young 
people into the occupations to which they are especially 
fitted. They have simply followed the instinct of imi- 
tation. Now the advantages and disadvantages of the 
several professions are being presented to them thus giv- 
ing freedom of choice, which usually results in happiness 
with work as well as away from it. 

This assistance in choosing a life work may come from 
the leaders in education who bring their students into 
direct contact with successful representatives of the lead- 
ing occupations. Such conferences are occurring more 
and more frequently in high schools and colleges; or in- 


T cect has not been a person since the time of the 


*Read before the Mansfield Federation of Women. 


spiration may come from vocational programs presented 
by literary or social organizations of men and women. 
The average vocational program includes discussion of 
woman’s part in social service, business life, newspaper 
work, school teaching, and home making. It rarely men- 
tions medicine or nursing, the latter a profession espe- 
cially adapted to woman’s native tendencies. 

The profession of nursing should be included in every 
vocational program for women. It is truly a profession, 
for it is taught in schools where by personal application 
there is a chance to obtain knowledge from vast accumu- 
lated stores and use it while acquiring manual skill and 
dexterity. Emphasis (rather than repression) is placed 
upon growth. Nursing has also attained the dignity of 
having its schools on the same university campus with 
the colleges of the other professions. 


What Nursing Offers Today 


Nursing offers many advantages: physically it teaches 
the girl to gain and maintain positive health for herself 
as well as others; materially it provides a good livelihood 
with chances for specialization and advancement; socially 
it brings the education, ease, and culture that comes from 
contact with many people, books and travel. It satisfies 
a girl’s longing for romance and adventure, and prepares 
her for home making. As a housewife, the trained nurse 
understands and practices good sanitation. As a mother, 
she provides for her family well balanced, nourishing food 
properly prepared and attractively served. For her chil- 
dren, she demands prophylactic measures against small- 
pox, measles and diphtheria, and does not needlessly ex- 
pose the wee ones to the so-called harmless children’s dis- 
eases. Spiritually, nursing brings the opportunity to sat- 
isfy that “inner yearning for self-sacrifice.” 


Characteristics of Ideal Nurse 


The personnel of the nursing profession has always been 
influenced by the social conditions of the times. We have 
had the early Christian deaconesses, the devout sisters 
of the religious nursing orders, the strict militarists of 
the Crusades, the lazy, ignorant, middle-aged practical 
nurses of Dicken’s time, and the enthusiastic volunteer 
nurses of the early American wars. Today, as one of the 
results of the World War, the nurses are coming from 
the ranks of high school and college graduates. They 
are well educated mentally, socially, and spiritually; and 
as they leave the training schools, it is found that they 
also possess skilled hands and the characteristics of an 
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ideal nurse—loyalty, honesty, self-reliance, and a readi- 
ness to go the second mile of service with those in need. 

There are not enough of these nurses. Although the 
under-graduate body of nurses is steadily increasing, it 
will be some time yet before there will be a sufficient num- 
ber to fill all of the demands that have arisen from war 
and post-war activities. To meet this situation, each 
community will have to educate its own nurses. And 
will not households be happier to know that the nurse 
who is coming is a known friend rather than a stranger? 


Does Community Support Nursing School? 


The small community hospital frequently gives curative 
service only, but if it is interested in its community, and 
wishes to offer educational service also, it establishes a 
school of nursing. This means extra expense for in- 
structors and equipment, and added responsibilities inci- 
dent to the admission of a group of young undergradu- 
ates. And how well do the communities support these 
schools? They are sending in about one-half as many 
pupils as they might. There seem to be two reasons: 
first, the parent’s objections to the profession on grounds 
that the profession does not possess sufficient dignity, and 
that it endangers a girl’s health. This attitude can be 
met and changed by showing that the hospital personnel 
includes ward maids and orderlies, and that the under- 
graduate nurse usually gains in health while in training. 


Large School Attracts More Pupils 


The second reason is that the larger school connected 
with a larger hospital in a distant city looks more at- 
tractive. However, it is found at state board examina- 
tions, and in affiliating services that the students from 
the small school can hold their own with those of the 
large school. The small schools possess high standards, 
and accordingly are accredited by the state medical 
boards. They observe the eight-hour day and forty-eight- 
hour week, thus giving the students who live in the com- 
munity the opportunity of being at home two half days 
per week and of attending church weekly. There are 
ward helpers to do the cleaning and orderlies to assist 
in the care of male patients. The practical and theoreti- 
cal courses are well balanced, being supplemented by a 
period of affiliating services in a large hospital. 

Young women find that the cost of an education in a 
small school is less than in schools farther from home, 
as railroad fare does not have to be considered, and 
there is less temptation to spend money carelessly. 
Dormitory life is a feature attractive to high school girls. 
In the small groups there are the advantages of big fam- 
ily life—mutual loyalty, self-respect, helpfulness, candid 
criticism, supervision of health and social activities, and 
personal contact with those who are more experienced 
with the profession. 


How to Arouse Community Interest 


Interest in the community school may be aroused by 
direct contact with the high school girls. Science classes 
are delighted to visit the hospital, where they are in- 
tensely interested in radiographs, the fluoroscope, chemical 
reactions and cultures of the laboratory. From these 
their attention turns to the nurses and their work. Voca- 
tional programs, centering around the slogan “Use the 
Community for the Community,” may be presented by 
the clubs and literary organizations in order to overcome 
the parents’ objections to the profession and bring nurs- 
ing before the young women from another angle. No 
more practical program can be followed by each individual 
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association of women than that of securing one student 
nurse. This will bring a three-fold result: valuable edu- 
cation to the girl, satisfaction of practical achievement 
to the sponsors, and skilled service to the community. 





CO-WORKING FROM THE VIEWPOINT OF A 
SURGICAL SUPERVISOR 


As has often been called to our attention, the operating 
room work centers upon the care of one individual—the 
patient. The demands of the day embrace the care of 
many patients. Is the last one worthy of the same ideal- 
istic care as the first? He undoubtedly is. But is such 
care possible from doctors and nurses whose energies 
have been squandered? 

Let us consider a few of the elements, so often met 
with, that cause this dissipation of energy. 

Where we have reputable surgeons and assistants, a 
corps of student nurses, an intelligent supervisor and her 
assistants, in numbers sufficient to care for the day’s work, 
can a supervisor and her force expect from the surgeons 
consideration, and appreciation of the necessity of system 
and of the amount of work required to make the day a 
success? We naturally say, “Yes,” for we are “co- 
workers.” 

But now that we are “clean,” and have stood, with 
“up-raised” hands for half an hour or more, beyond the 
scheduled time, what is happening to our efficiency? Our 
energy is oozing and we are irritated at the time con- 
sumed, time so much needed to prepare the supplies that 
must be made in the course of the day. Several “hap- 
penings” of this kind overlap the luncheon hour and ex- 
tend the day into the night. Such incidents discourage 
the nurse and sap her energy. 

Then consider the patient’s added hours of anxiety in 
an environment depressing in spite of efforts made to re- 
lieve the tension. Can the surgeon expect, on his arrival, 
alert attention and sympathetic cooperation? He does 
expect it and he receives it. He, too, may have had his 
day start with an interruption. Nevertheless the next 
surgeon is waiting, and his patient also, and the urge 
causes jerky speeding and oftentimes a division of the 
forces in preparing the only other vacant room, to ac- 
commodate this second surgeon whose time is limited. 

One can understand how occurrences of this kind de- 
moralize the force, and when the work is not started 
on time difficulties increase as the day advances. From 
the nurse’s viewpoint, she has had her energies consumed 
without satisfaction, she has been deprived of a midday 
meal, of her hours for rest and recreation, and she is un- 
fitted to that extent. Many repetitions of this kind can- 
not but make a human machine less spontaneous and less 
happily active. 

Is it unreasonable if the nurses sometimes feel that 
their burdens could be considerably lightened if the 
“house men” would be willing to use, for their cases, 
some of the earlier morning hours, which the attending 
surgeons find impossible to appropriate? If the work 
could be started earlier, the first “case” started on time, 
and the hours up to lunch time closely filled, the nurses 
would be in better condition to take care of the latter part 
of the day. 

To accomplish this the nurses realize that they also have 
their part to play, in bringing about this better condition, 
by notifying the wards in ample time, securing their co- 
operation, having the patients up promptly and seeing 
that preparations are completed. The surgeon will have 


the comfort of no delays, which must mean much satis- 
faction for him. 
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PRACTICAL AND SCIENTIFIC SUGGESTIONS FOR 
SERVING FRUIT 


By LULU G. GRAVES, New York, N. Y. 


a variety of ways as apples. They are pleasing 

either raw or cooked and may be stewed, baked 
or fried with equally good effect from the standpoint 
of palatability. Apples combine well with other fruits 
and with many other food materials because of their 
bland flavor. They are equally good for making jelly 
and jam whether used alone or in combination with 
other fruits, though in order to get the best results 
different varieties of apples should be used for different 
purposes. Good dessert’ apples are not necessarily good 
for cooking. Apples belonging to the same pomological 
group tend to have similar cooking qualities, and fruit 
in its prime or a little overripe is apparently best for 
sauce.” 

The different varieties vary widely in taste, appear- 
ance and time of ripening. A good classification and 
description, with illustrations, of the common varieties 
of apples may be found in the Encyclopedia of Foods and 
Beverages, compiled by Artemus Ward, New York, N. Y. 
A very good classification without illustrations is given 
in one of the pamphlets of the Cornell Reading Course 
for the Farm Home, How to Use the Apple Crop by 
Lucile Brewer. This bulletin is published by New York 
State College of Agriculture, Ithaca, New York. 


P's variety no other fruit can be used in as great 


Correct Blending Important 


The flavor depends upon the right blending of the 
organic acids and the fruit ethers with the sugars and 
pectin. The chief nutrient is sugar, and the principal 
acids are malic and tartaric. The same thing is true 
of practically all fruits. The acids most commonly pres- 
ent are malic, citric and tartaric, though several others 
may be present. Citric and tartaric acid are used com- 
mercially for many purposes. Citric is found most abun- 
dantly in lemons, oranges, grapefruit, limes and unripe 
gooseberries; tartaric is the characteristic acid of grapes 
and is used commercially as the basis of “cream of tar- 
tar;” malic acid is found in apples, pears, pineapples, 
cherries, currants, grapes and berries. The flavor does 
not always indicate the amount of acid present as in 
some fruits the sugar present makes the acid flavor. 


1. Apples which are suitabl i 
apples oy eee, uitable for eating uncooked are called dessert 


State Bulletin No. 124—Com i i iti 
tin No. 12. parative Cooking Qualities of Some 
of the Common Varieties of Apples Grown in Oregon, Ava B. Milam, 


professor of home economics, Corvallis, Oregon. 





Apples are regarded as of much dietetic value. They 
have all the qualities attributed to fruits in a previous 
paper® and a few individual ones in addition. They have 
laxative properties and contain small amounts of each 
of the three vitamins A, B, C. 

For the majority of hospital patients cooked apples 
may be preferred. Baked apples may almost be con- 
sidered a staple food in a hospital dietary, though they 
may be served in such a variety of ways that they need 
not become monotonous. If the breakfast tray has a 
luscious, juicy, fat baked apple on it, the very appearance 
of it appeals to the patient. Its attractiveness may be 
increased by a spoonful of jelly dropped into the cavity, 
made by removing the core, or a few dates or raisins or 
nuts may be stuffed in this cavity before baking. A 
marshmallow dropped into it just before removing from 
the oven will puff up and brown beautifully, but this 
is not desirable unless it can be served soon after baking 
as the marshmallow becomes tough when cold. Cream 
and sugar add to the nutritive value, though in reality 
they are not needed for the average patient. Oatmeal or 
cornflakes served with baked apple make a delicious com- 
bination. 


How to Serve Apples 


For luncheon and dinner, the ways of serving apples 
are numerous. Almost every one is fond of apple sauce 
either plain or in any of its fancy dresses: apple snow, 
made of egg white beaten until light and folded into the 
sauce; served with cream plain, or whipped or with a 
soft custard; with jelly or with a fruit juice. Porcupine 
apples are made by coring and paring the apple, drop- 
ping it into a syrup to cook until clear, removing from 
the syrup, and sticking several blanched almonds into it. 
The syrup is boiled until it will jelly and poured into a 
dessert dish with the apple. This is pleasing to look at as 
well as to eat. Color may be added, if desired, by drop- 
ping a little fruit juice, a small piece of red stick candy, 
or a winter green lozenge into the syrup while it is 
cooking, or by serving a cube of jelly on top of the 
apple. Here, too, whipped cream may be used if desired. 

The staff will not miss apple pie if apple and rhubarb 
pudding is sometimes substituted, or Dutch apple cake 
made with brown sugar and plenty of cinnamon. Fried 
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apples are usually hailed as a treat by patients and 
other members of the hospital family. If properly fried 
in a syrup of butter and sugar, they are permissible in 
the menu of a patient on full diet. 

Salads offer an opportunity to use apples in many 
ways—the well-known cold slaw may be trimmed up by 
adding a tart apple cut in small pieces. Core and slice 
apples crosswise, if they are a pretty color they need not 
be pared, if not they should be; dip in lemon juice to 
prevent discoloring, serve on lettuce with a ball of cream 
cheese in the center, or with the cheese put through a 
ricer and piled lightly on the slice of apple, garnish with 
mayonnaise or cooked dressing. This makes an acceptable 
change from pineapple and cheese, which is frequently 
served in this way. 


Utilize Red Apple Skins for Coloring 


Red apples add much to the appearance of a salad if 
used without paring. Scoop out the center, mix with 
raisins, dates, nuts, or celery or any combination of 
these; fill the apple shell with the mixture to make a most 
attractive salad, or the scooped out apple may be used 
for sauce and the shell filled with chicken salad mixture 
or any other mixture which blends with the apple. Even 
the every day Waldorf salad is prettier if made of red 
apples with the skins left on. 

Hospitals in which canning and preserving are done 
find apples their best asset. Jelly, pickles, preserves and 
butter may all be made of apples alone, or delicious 
butters may be made of apple and plum; apple and peach; 
apple and tomato. The tomato gives a pretty color as 
well as fine flavor in this combination. Preserves of pear 
and apple, or of apples flavored with preserved ginger 
are easy to make, not expensive, and very good. 

Pears and apples belong to the same botanical family 
and do not differ greatly in chemical composition. Pears 
have hard insoluble granules which make them more 
difficult for some people to digest. On the other hand 
the flesh is soft and the skin not tough, so that in some 
instances they are less difficult to digest. They are 
not adapted to so many uses as apples, and are not to 
be obtained in all parts of the country in all seasons of 
the year, but during the time they are in season they 
may well be given a prominent place on the menu. 
Stewed or baked they make a good breakfast fruit, or a 
dessert for the other meals. A firm ripe pear baked with 
brown sugar and a bit of preserved ginger has a delicious 
flavor. 

The season for apricots and peaches is short and they 
are perishable when fully ripe, but are of such luscious 
flavor and texture that they are in great favor. They 
are among the most valuable of all orchard fruits for 
canning and drying. 


What May Be Done with Peaches 


Peaches are popular for preserving and pickling. Be- 
cause they are usually well liked they need very little 
in the way of preparation or combination. Peaches in 
particular, however, blend well with many other fruits 
in salads and desserts, either canned or fresh. As 
peaches ripen the reducing sugars decrease in quantity 
and sucrose increases; the amount of acid also decreases. 
They have only about half as much sugar as apples, 
pears, and apricots. For this reason they have been 
used more freely in diabetic diets. Though the flavor of 
canned peaches and apricots is decidedly different from 
that of a fresh fruit, it is in nowise less desirable and 
has the advantage of being available throughout the 
year. Salads, puddings and ice creams may be made of 
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the fruit and the juice utilized in gelatins, fruit drinks 
or ices. 

Apples, apricots and peaches may be used with tapioca 
cream and custard, thereby adding zest to these desserts 
when it is necessary to use them in the winter, or to 
make some appeal to the appetite of children who need 
them. Pineapple too is particularly good in tapioca. Ap- 
ricot and peach seeds are used in making “almond paste” 
and “almond oil.” 


Where They Drink Pineapple! 


In a list of fruits most valuable in the hospital dietary 
the pineapple should follow very closely the apple and 
citric fruits. Fortunately, its aroma and flavor make 
it a favorite and one does not feel that it must be eaten 
merely because it is good for one. Here again the fresh 
fruit differs from the canned in taste and appearance 
with no detriment to either, though the fresh fruit con- 
tains an enzyme similar to trypsin, which acts upon pro- 
tein and aids in its digestion. This is evidently destroyed 
in the process of canning. For this reason pineapple 
must be cooked or canned if it is to be used with gelatin. 
Pineapple may be had in cans in a shredded or crushed 
form which is helpful in making sherbets, puddings, or 
sauces when time must be saved. 

In Central America and in the islands where pine- 
apples are grown, the natives eat them from their hands, 
much as we do apples. They are much more juicy than 
those we have in the north and an unskilled “foreigner” 
does not do this gracefully. In these countries pine- 
apple juice may be bought by the glass as orange juice 
is here. Very delicious and refreshing drinks are made 
from it. It blends exceedingly well with other fruit juices 
in making punch, ices or fruit drinks. 

We are apt to waste a great deal in the preparation of 
fresh pineapple. This may be avoided by cutting a slice 
about three-quarters of an inch thick, taking out the 
core, then cutting the fruit in wedged shaped pieces, al- 
lowing the “eye” of the pineapple to be the wider edge of 
the piece. Place these wedged shaped pieces on a salad 
plate with the points toward the center, put a little mound 
of confectioner’s sugar in the center; the fruit can be 
held by the rind, dipped in the sugar and eaten from 
the fingers. Often this is a much easier way of eating 
the fruit from a tray than to use a spoon, and it makes 
a serving that is “different.” 


Alligator Pear Merits Recognition 

The alligator pear or avocado is gradually coming into 
more common use and is a fruit which should be better 
known. It is available throughout the year; in the 
spring and summer months we get it from Cuba and 
Florida, in the fall from Jamaica and in the winter from 
South America. The skin is tough and leathery and may 
vary in color from a yellowish green in summer, bright 
green and different shades of brown to purple. It is 
best for eating when the flesh will yield gently to slight 
pressure from the fingers. At this stage, the skin comes 
off easily and the flesh is of a bright greenish yellow 
color. 

In the countries where alligator pears grow, they are 
used in many ways, but in this country they are used 
chiefly for salads. They have a high percentage of fat, 
ranging from 10 to 20 per cent, and for this reason 
may well take a prominent place in the diet of patients 
suffering from tuberculosis, diabetes or underweight. Be- 
cause they are so rich and have a bland flavor, it is well 
to mix them with other fruits, rather than to serve much 
of the pear. They combine well with the crisp green 
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things used for salads, such as lettuce, endive, chicory, 
or with food with a pronounced flavor, such as grape- 
fruit, cucumber or tomato. 


How to Serve Avocados 


The following are some of the ways in which alligator 
pears may be served: 

In soup, sliced or mashed and added to a vegetable 
soup. 

In cocktail, (1) diced, served with tomato catsup and 
lemon juice; (2) equal parts of diced pear, grapefruit 
and kumquats. 

In salads, (1) chill thoroughly, serve on bed of lettuce 
or other salad green with highly seasoned French dress- 
ing. If a half is not wished it may be diced or cut in 
long thin pieces. Cubes of grapefruit or cucumber may 
be mixed with the pear; (2) sliced pear, sliced cucumber 
and tomato arranged on lettuce, a few strips of pepper 
laid on top, French dressing added. 
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In aspic, equal parts of water and mashed pear, sea- 
soned with lemon juice, salt and cayenne pepper and 
molded with gelatine. Serve with mayonnaise. 

In dessert, cubed and served with sugar and cream. 


Salads Which May Also Serve as Desserts 


Pineapple salad, six servings: One can of pineapple 
with juice strained off; half pound of marshmallows cut 
in small pieces. In the salad bowl place first a layer of 
pineapple, then a layer of marshmallows and allow it 
to stand for a time in order to thoroughly blend the 
flavor. When serving add a spoonful of whipped cream 
to each salad. 

Peach salad: Place half a peach on lettuce, fill the 
cavity with a mixture of small pieces of pear, walnut 
meats, and chopped celery. Serve with whipped cream 
dressing and garnish with parsley. 

Fruit salad: Equal parts of sliced peaches, shredded 
pineapple and white grapes, which have been cut in half 
and seeds removed. 


HANDLING THE FOOD PROBLEM IN A MUNICIPAL 
TUBERCULOSIS SANITARIUM 


By FLORENCE E. NOLAN, DIETITIAN, CHICAGO MUNICIPAL TUBERCULOSIS SANITARIUM, CHICAGO, ILL. 


IGHT living, more than anything else, tends to 
R check tuberculosis. It makes the body strong and 

vigorous, more able to resist the invasion of the 
deadly tubercle bacilli. Right living must be aided by 
proper care, which not only gives the patient his best 
chance of getting well, but also prevents his infecting 
those around him. Right living and proper care are 
best given in the well-run, modern sanitarium. Here 
the patient has his best chance to become an arrested 
case and at the same time the danger of infecting his 
relatives and friends is eliminated. 

Ten years ago Chicago opened this sanitarium in the 
northern part of the city in connection with six dispen- 
saries. One hundred and sixty acres were purchased in 
a restricted section of the city where there will never 
be much smoke from factories to’ contaminate the air. 
Besides the various buildings, which include an adminis- 
tration building, service building, infirmary, power house, 
research laboratory, nurses’ homes, portable _ schools, 


cottages for ambulatory patents, greenhouses, and many 
farm buildings, there is a good sized farm which supplies 
many of the vegetables used by the institution. 

When the sanitarium was built, its founder had one 
purpose in mind—to return as many persons as possible 
to full working capacity. When a patient is being con- 
sidered for admission two factors are borne in mind— 
to get as many cases under treatment as may be per- 
manently and definitely helped, and to remove from their 
homes those patients who are a source of danger to their 
immediate family and to those around them. No patient 
is compelled to come to this sanitarium. The patient’s 
financial resources have no bearing on the treatment 
he receives here. Each one is treated as nearly alike 
as is possible. There is a waiting list of over 400 people 
at the present time. 

The sanitarium has a normal capacity of 942 beds, of 
which 180 are reserved for the children who are glandular 
or contact cases. During the summer months tents are 





Bird's-eye view of the Chicago Municipal Tuberculosis Sanitarium grounds. 
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erected for an additional 144 children. These children 
are malnutrition cases, picked out by the dispensary staff. 
More children apply than there is room for. As many 
as 500 to 600 file their applications and the most de- 
serving cases are chosen from these. In a few days a 
change may be noticed in the appearance of the children 
who soon have sunburnt noses and rosy cheeks. All 
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to earn his living. Commercial art, telegraphy, manual 
training, tailoring, barbering, manicuring and hair dress- 
ing, bookkeeping, shoe cobbling, and dressmaking, are 
taught by competent teachers. 

The food question is a big problem here, as in every 
institution large or small. The general superintendent, 
Mr. John F. Berry, and the steward, Mr. Thomas P. Sul- 





Children’s dining room. 


physical defects, such as infected tonsils and adenoids, 
decayed teeth and eye defects are corrected while they 
are here. A trained instructor has charge of a modernly 
equipped playground and only those whose physical con- 
dition warrants it are allowed to indulge in the more 
strenuous sports. 

During 1924 we had 213 children, their average length 
of stay being thirty-six days. The camp was open from 
the first of July to the first of September. At ten 
o’clock in the morning and three o’clock in the afternoon 
a milk line was formed which was quite an event to the 
children. A rest period from one to three was observed 
every day. All the children, over six years old, in the 
cottages, who are here the year round, attend school, 
while those from four to six years of age attend the 
kindergarten. The schools are one-room buildings with 
windows on three sides. Many of the children do not 
progress as fast as normal children, being handicapped 
by their physical condition, but some of them make two 
grades in one year. Corporal punishment is never per- 
mitted, but if the children are unruly they are put to bed 
or kept home from the moving pictures, which proves 
a good form of discipline. 

On Easter morning the nursery children were very 
much excited over their Easter egg hunt on the lawn. 
There were painted eggs and a nest of candy for each 
child, while scattered about were rabbits, chickens and 
ducks, so that each child had one. 


Patients Learn a Trade 


Besides the kindergarten, grade and high schools, there 
are vocational classes. The patient is not only restored 
to better health, but if he does not have a trade he has 
a chance to learn one here and thus be still better able 


livan, purchase and inspect all food supplies used by the 
institution. Dry groceries, meats, canned goods and milk 
are bought on a monthly contract, while the steward 
makes two trips a week to the open markets to purchase 
fresh fruits and vegetables, eggs and butter. Only the 
best quality is accepted which keeps the food standard 
high and gives greater satisfaction to the patients. 

After the food has passed a rigid inspection it is 
checked by the storekeeper into the storeroom and ice 
boxes. Here it is kept until requisitioned by the kitchens 
and bakeshop. The beef is bought in quarters, veal and 
lamb in whole carcasses, while the pork comes in loins, 
spare ribs and sausage. Ham, fish, both fresh and 
smoked, oysters, calves’ liver, bacon, corned beef made 
by our own butcher, sardines, salmon, dried beef, 
“weiners” and chicken are used to vary the menus. The 
butcher takes care of all meat, cutting it up and seeing 
that the daily requisitions are filled and sent to the proper 
kitchens. The meat is weighed when it enters the meat 
room and again when it is sent to the various kitchens. 

All the pies, cakes, puddings, cookies, tea biscuits, 
muffins and coffee cake are made in a large, well lighted 
and ventilated bakeshop by the day baker and his helper. 
At night the night baker bakes Graham and white bread 
as well as the gluten bread for the diabetic patients. 
Desserts, bread and rolls are made fresh every day for 
the whole institution. 

One chef, three assistants, two vegetable women, 
twenty-three waitresses, twelve kitchen maids, six bus 
men, and two potwashers, take care of about 800 people. 
These include cottage patients, children, doctors, nurses 
and all the other employees. 

It was found advisable to install cafeteria service for 
the cottage patients. They could then take as much or 













































ee 


a th ti hat 


SLSR 


— 


Saas 


——_ 





tr aa 


ee me eee 











60 THE MODERN HOSPITAL 


| 





Main kitchen. 


as little food on their plates as they desired, thus elimi- 
nating waste. The rest of the people who eat in the 
service building have table service. There is very little 
difference in the food served to the patients and em- 
ployees, except in the winter when the patients are given 
the preference of green foods. The aim is to feed every- 
one alike. 

With the exception of the cups and silver, dishes are 
washed through a dishwasher. The final sterilization is 
with live steam, which not only makes the dishes more 
sanitary, but also makes them dry more easily. 

Separate from the service building is the infirmary, 
which takes care of 400 patients. Here one meets the 
problems found in any hospital, and there is always in 
addition the complication of tuberculosis. There are op- 
erative and obstetrical cases, nephritic diets and diabetic 
diets. Stomach and intestinal complications are, how- 
ever, the most common. . 


The Critically IIl May Choose Their Diet 


The floor doctors make rounds twice a day, and if there 
is a change of diet aside from a general tray, the doctor 
writes an order and this is sent to the dietitian. When 
the diet is other than soft or liquid diet, the dietitian is 
called into consultation with the doctor and a diet suita- 
ble to the needs of the patient is planned. The dietitian 
then makes frequent rounds to these patients to keep 
in close contact with the case and watch the progress of 
the patient. If a patient is placed on a “critically ill” 
list all diet orders are cancelled and the patient is allowed 
to have whatever he chooses. For instance, one patient 
craved Irish stew for supper every day and for over 
two weeks he had his bowl of Irish stew for supper. An- 
other wanted lemons, pickles and anything else that was 
sour. 

Three regular meals are served each day. These are 
supplemented with milk, cocoa or egg nogs during the 
day. The type of food is similar to that served in the 
average home. Fresh vegetables are used the year round. 
Some of these are raised on the sanitarium farm, the 
rest are purchased weekly from the wholesale markets. 
The greenhouses keep the infirmary supplied with lettuce, 
tomatoes, radishes, green onions and cucumbers during 
the winter months. Fresh eggs are served throughout 
the year and a patient can have as many as he wants, 
the same being true of milk. One chef and his assistant, 
one vegetable man, ten waitresses, seven diet helpers, 
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four kitchen maids, two bus men and one pot washer 
are employed in the infirmary. 


Nurses Distribute Trays 


The food is all prepared in the main kitchen and is 
dispensed to the six diet kitchens by means of carts. It 
is transferred from these carts to the steam tables in 
order to keep it hot until served on the trays. Each 
diet kitchen has a trained diet helper who has full charge 
of the trays and kitchen. A kitchen maid helps in serv- 
ing the trays and in keeping the kitchen'‘clean. A bulle- 
tin board is found in each kitchen and all special orders 
are placed on it as well as the number of general, soft 
and liquid trays. The diet helper is responsible for 
every tray that leaves her kitchen. When the tray is 
ready to leave the kitchen, it is placed in a heated wagon 
which holds from twenty-four to thirty-two trays. All 
cold food is placed on top of the cart with the soup, 
butter and beverages. The nurses distribute and gather 
in all of the trays. 

As many as eighty trays are served from one kitchen. 
The dishes are scraped and stacked and put into the 
carts, ready for the central dishwashing machine. 

Besides the tray service in the infirmary, there are 
two dining rooms, one for the women and one for the 
men, which are used by patients who are not bed pa- 
tients but are not yet able to walk to the service build- 
ing. Cafeteria service is used in these dining rooms and 
they serve from sixty to ninety each. They receive the 
same food as the general trays. 


Variety Lends Interest to Meals 


The importance of a proper diet has been dwelt upon 
since the time of Hippocrates and we are still working 
on it. The patients are impressed from the beginning 
with the primary importance of good food. A tubercular 
patient is doubly capricious in regard to his food, and to 
keep his digestive organs functioning to the highest ca- 
pacity is by no means a small task. A patient with a 
good appetite and no serious complications is given the 
type of diet he would have in ordinary life. All rich 
foods and pastries are avoided. The menus are varied 


each day and the combinations changed all the time so 
that the patient never knows what is coming next. No 
patient is forced to eat, except in a few cases, because 
forced feeding and an excess of food bring poor results. 
A smaller diet well digested and assimilated is better 
than overfeeding. 

The type of general diet used here is cited: 
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Wednesday 
Breakfast Dinner Supper 
Oatmeal Vegetable Soup Egg Salad 
Oranges Roast Beef Creamed Potatoes 
Bacon and Eggs Potatoes Peaches 
Toast Rutabagas Chocolate 
Coffee Jello Tea 
Milk 
Thursday 
Farina Bean Soup Liver and Bacon 
Boiled Eggs Roast Lamb Macaroni Battered 
Toast Potatoes Pineapple 
Coffee Spinach Muffins 
Pie Tea 
Milk 


Cocoa, hot or cold milk, tea and coffee are served at 
any meal when ordered by the doctor. Eggs are served in 
any style, when ordered, except for breakfast. 

Diarrhea is one of the main complications to be con- 
tended with. The diet used here, which has been found 
very effective, is: Milk, toast, mashed or baked potatoes, 
thoroughly cooked cereal, rice and sago. The diet is 
gradually increased by adding eggs, then a small amount 
of vegetables and fruits. 

The sanitarium has two sewing departments. In one 
department all bed and table linen, curtains, gowns, and 
all things needed for the operation of the institution, 
are made and also mended, when necessary, after the 
laundry comes back. 


The other department takes care of the clothes of 
those patients who are not able to attend to such matters 
themselves because of the lack of financial means. These 
clothes are donated by individuals -and organizations. 


They are cleaned, if necessary and then remodeled. Bolt 
There is nothing a patient 
the wardrobe 


goods are also made up here. 
may need that cannot be supplied from 


room. It is amusing the ideas that some people with the 
best intentions have about this institution. One woman 
paid thirty-six cents postage on an outdoor sleeping 


garment, which was past mending and had to be dis- 
carded for rags. Often metal slippers and evening 
gowns are sent in to be distributed to the patients. 

The laundry is taken care of here in a very efficient 
manner. The clothing does not come into the laundry 
en masse, as in many institutions. Each patient and em- 
ployee has a separate bundle as in a commercial laundry, 
accompanied by a list in duplicate. One copy is clipped 
to the individual’s box to check the clothes when assorted, 
and then returned with the clean laundry, and the other 
is retained in the laundry for records, while the sender 
retains the original. If an article is lost there is a check 
on the sender, marker and final sorter, which does away 
with much loss. The wear and tear from the laundry has 
been reduced to a minimum, and the white clothes come 
back white while the fast colors retain a good clear 
color. 

All drugs for the sanitarium and the outlying dispen- 
saries are supplied from the drug department here. It 
consists of a dispensing and prescription room, a store- 
room, laboratory and workroom. The drugs go into the 
storeroom from which they are issued only by requisition 
to the various departments. Many of the medicines used 
are manufactured by the pharmacist here, from the crude 
drugs. 

The research laboratory plays an important role. The 
laboratory department by means of its routine and special 
examination aids the medical department in making ac- 
curate diagnoses on all cases admitted to the sanitarium. 
The laboratory carries on as much research work as pos- 
sible. Diagnostic methods for tuberculosis are studied 


and therapies for tuberculosis investigated to devise new 
methods, improve existing methods and test the value 
of lauded methods. 

The spiritual as well as the physical side of the patient 
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is looked after. Church is held here every Sunday, both 
Catholic and Protestant, besides Sunday School and serv- 
ices during the week. 

To make the patients still more contented, there is a 
large library where they can get books and magazines. 
Twice a week shows of various kinds are given in the 
recreation hall. These include vaudeville, drama, music, 
and moving pictures. Patients are allowed to have radios. 
There are several on the grounds. In fact the Municipal 
Tuberculosis Sanitarium of Chicago is a complete village 
in itself. 

Any readers of this article, who may happen to be 
in Chicago, will undoubtedly find it well worth their time 
to spend a few hours visiting this sanitarium. 





DIETETIANS PLAN CONVENTION 
CAGO, OCTOBER 12-15, 1925 

The yearly convention of the American Dietetic Asso- 
ciation will be held at the Edgewater Beach Hotel, Chi- 
cago, October 12 to 15, 1925. 

The program, being arranged by Dr. Kate Daum, New 
York, aims to cover the varied activities of the as- 
sociation so that all who are concerned with the food 
problem in any of its phases will find something of special 
interest. Listed for inclusion in the program of the first 
three days are papers and addresses dealing with dietetic 
subjects and round tables and subsequent discussions on 
problems which are peculiar to the dietary department. 

Commercial and non-commercial exhibits will be con- 
veniently arranged adjoining the convention hal] at the 
hotel. The commercial exhibits will be on a much larger 
scale than at any previous convention because of the 
proximity of the manufacturing plants of exhibiting firms 
in the great industrial center of Chicago and the vicinity. 
The non-commercial exhibit, under the supervision of 
Miss Theresa Clow, has already taken definite form in 
the preparation and collection of special food studies and 
includes unusual features. 

A series of trips has been planned to follow the con- 
clusion of the first three days’ program. By means of 
these trips the delegates, having discussed the theory and 
science of food and its problems, will have an opportu- 
nity to witness practical demonstrations and applications 
at the various points visited. Chief among these places 
will be hospitals, dispensaries, infant welfare stations, 
city markets, packing plants, wholesale grocery houses and 
tea rooms. Of especial interest will be a visit to the 
Sarah Morris Hospital for Children and the inspection 
of the extensive work accomplished by the infant welfare 
organization of Chicago. 

A trip of a different nature will be a visit to Chicago’s 
medical centers. This will include the inspection of sev- 
eral of the new buildings of the new units of the Uni- 
versity of Illinois School of Medicine which have recently 
been placed in operation. Among these units is the 
University of Illinois Hospital which was opened in April. 
The site of the new McKinlock Memorial Campus of 
Northwestern University, the lake front, 
where construction work has begun on new medical build- 
ings, will also be visited, as will the new $4,500,000 school 
of medicine of the University of Chicago which is now 
under construction. 

All railroads have granted fare and a half privileges 
to the delegates to the convention provided enough acquire 
certificates, and the Edgewater Beach Hotel has offered 
the following rates during the course of the meeting: 
single rooms, $4 per day; double rooms, each person to 
have a single bed, $6 per day; and rooms accommodating 
three, each person to have a single bed, $7.50 per day. 
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FIRE PREVENTION DEPARTMENT 


Conducted by W. M. Krieger, Engineer 
209 West Jackson Boulevard, Chicago, II]. 
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APPRAISALS AND INSURANCE 


and depreciation. The executive often gambles on 

depreciation, but almost always insures against 
fire. Depreciation is a sort of snake in the grass, winding 
his slimy body in and about a building, despised, friend- 
less and unadvertised, but ever present and eternally 
busy. Property owners frequently deny his existence. Ac- 
countants usually know he is somewhere about the place 
but prefer to guess at his exact whereabouts and progress 
from the vantage point of a high stool in the office. The 
appraiser goes out and actually locates him. meets him 
face to face and gets on sufficiently friendly terms with 
him to observe his habits properly. 


Establish Actual Cash Value 


There is no absolute or perfect protection against these 
two major destructive forces operating on property—de- 
preciation and fire. Neither depreciation reserves nor 
fire insurance protect property. They do provide a means 
of indemnification for loss of property values. 

Obviously, one of the important steps in providing for 
this indemnification is the establishment of the values to 
be insured and recovered. 

“Actual cash value,” the term used by insurance com- 
panies to indicate the amount they will pay for property 
destroyed by fire, and the governing factor in co-insurance, 
is a question of fact to be determined in each case and is 
always open to challenge by either party to an insurance 
contract. 

An appraisal, however authoritative and no matter who 
makes it, does not close the gates to this opportunity for 
challenge. Only those appraisals which have a set of 
irrefutable facts back of every value established, which 
can go through a fire of cross examination, will talk with 
finality on “actual cash value.” 


T= of the greatest destroyers of property are fire 


Most Important Quality in Appraisal 


The chief concern of a hospital should center on the 
question of whether or not the appraisal of the property 
is provably right. An appraisal high enough to be “ac- 
ceptable” to an optimistic owner means wasted insurance 
premiums. An appraisal low enough to be “acceptable 
without question” to a pessimistic adjuster means a quick 
sale at bargain prices. 


Anyone can make an “acceptable” appraisal. All it 


requires is some reasonably good guessers and a few type- 
writers. It takes something more than this to make an 
appraisal which is provably right. 

Through the test of many fire loss settlements and 
court cases, “actual cash value” as applied to buildings 


and equipment has come to mean cost of reproduction 
new less depreciation—value of the property to its owner. 

The following clause, found in most fire insurance 
policies, also brings out this interpretation of the term: 
“This company shall not be held liable beyond the actual 
cash value of the property at the time any loss or damage 
occurs, and the loss or damage shall be ascertained and 
estimated according to such actual cash value, with proper 
deduction for depreciation however caused, and shall in 
no event exceed what it would then cost the insured to 
repair or replace the property with material of like kind 
and quality.” 


How to Establish Reproduction Costs 


The first step in making an appraisal which is provably 
right is the establishment of provable cost of reproduction 
new. 

The reduction or analysis of property into elements 
which have an established market price is a prime essen- 
tial to provability in cost of reproduction new. 

There is no established market price on “one lot of 
hospital equipment,” or on “one operating table.” If 
standard, there is a market price new for each piece of 
equipment making up the “lot.” There is an established 
market price on a new Murphy multi-plane hydraulic op- 
erating table. There is no market price on a specially 
built operating table, the only one of its kind in existence, 
but there is a market price on the labor and material 
necessary to build another one like it. 

There is no market price for installing hospital equip- 
ment, but there is a market price for the labor and sup- 
plies necessary to make such installation. 

There is no established market price on hospital build- 
ings or on square, cubic or lineal feet of hospital build- 
ings, but there is a market price on the labor, the lumber, 
brick, steel, cement and other elements in a_ hospital 
building. 


Trained Personnel Should Analyze Property 


There is no royal road, no short, easy route to provable 
cost of reproduction of a composite property, such as a 
hospital. The property must be reduced to elements 
which have a market price, and the quantity and price 
of each element definitely ascertained. 

An appraisal which is provably right will have back 
of its stated costs of reproduction a chain of direct evi- 
dence as to quantities and established market prices which 
is irrefutable. 

This requires a field personnel trained to analyze prop- 
erty into definitely prescribed units and to describe each 
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unit in accordance with predetermined standards to which 
provable unit costs will apply. 

Back of the lines it requires a corps of cost analysts 
and elaborate statistical resources, establishing unit costs 
from which can be read such things as the difference be- 
tween the efficiency of labor in Chicago and Jacksonville, 
Fla., the proximity of a cement plant to Independence, 
Kan., the effect or absence of “Pittsburgh plus” on build- 
ing operations in St. Louis, Mo., the difference in pro- 
portionate labor cost between an eight-inch and a six- 
teen-inch brick wall, the cost of a 1-7 gravel mixture 
of concrete as compared with 1-3-4 sand and crushed 
stone, the increased cost of installing piping in a super- 
heated tunnel over the same installation in a place where 
normal working conditions are possible,—unit costs in 
which all the variables in 
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might be $800, $200 or nothing. 

There are some items of property for which expired 
life will clearly measure the accrued depreciation—the 
difference in desirability between the item and a new one 
of like kind. For example, the drive belt on the ventilating 
fan in the basement of your hospital, whose usage re- 
quires renewal regularly every four years, might typify 
this class. In effect the purchase of such a belt would 
be the purchase of four years of utility of it. The matter 
of maintenance is negligible and if the belt is appraised 
when one year old a deduction of 25 per cent depreciation 
based wholly on its expired life would obviously justly 
reimburse the owner for its loss. 

There are other classes of property in which age will 
not serve at all as a measure of depreciation. A crowbar 

is a simple example of prop- 





costs of the multitudinous 
and complex operations in- 
cident to building and 
equipping a hospital have 
been worked out and which 
are readily adjustable to 
any given set of conditions 
or changes in prices. 

The establishment of 
provable costs of reproduc- 
tion, the upward limitation 
to the value of anything, 
marks the halfway station 
on the journey toward “act- 
ual cash value.” 

The insurance policy 
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of the difference in value to 
the owner between the 
items of property under 
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Depreciation from the 
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UNDERWRITERS HAVE A SCHEDULE OF 
CHARGES AND CREDITS WHICH IS AP- 
PLIED TO EVERY RISK IN ORDER TO 


CONSTRUCTION, IMPROPER CARE, POOR 
WIRING, CARELESSNESS AND POOR 
HOUSEKEEPING ARE CHARGED FOR, 
WHILE CREDITS ARE ALLOWED FOR as in the new one, the 
SUPERIOR CONSTRUCTION, PROTEC- 


TIVE DEVICES, ETC. 
calls for a “proper deduc- waa 


THERE ARE 
Good and Bad Hospitals 
YOU CAN ESTIMATE THEM BY THE RATE 


The Following Are the Rates on Buildings 
consideration and new items of the 


Hospitals in One City 


erty of this class. What 
is the difference in desira- 
bility between a new crow- 
bar and one which has been 
in use for twenty years but 
from the standpoint of util- 
ity is still as good as new? 
About 10 per cent. Why? 
Because common sense dic- 
tates to you, to me or to 
anyone, that while there is 
the same utility and expec- 
tancy of life in the old tool 


RATE DEFECTIVE 


latter is nevertheless new 
and the other one old, and 
the margin of difference in 
desirability between old 
things and new things of 
this simple character is usu- 
ally about 10 per cent. 
Common sense or the weight 
of public opinion is all the 
proof necessary for items 
of this nature. 
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The handling of depre- 
ciation on the books only 
involves the writing off of 
the total investment in or 





How Much Have You Made Your Rates? 


which the accurate compu- 
tation of depreciation be- 
comes a more complicated 
matter and on which as 








value of property in annual 
amounts. While it would be desirable and is entirely pos- 
sible for book treatment of depreciation to fairly indicate 
the value of the property at any time, the urge for sim- 
plicity is so great that straight line net depreciation 
seems to be coming more and more to be the standard 
accounting practice. 

While this method is attractively simple, it will not 
denote the value of the property at any time except at 
the points of beginning and expiration of life, or if it 
does it is only a coincidence. 

Assuming the cost of reproduction of an x-ray machine 
to be $1,000, a twenty-year expectancy of life or a 5 per 
cent annual, straight line rate of depreciation, the books 
would show 50 per cent accrued depreciation and a value 
of $500 at the end of ten years. From a standpoint of 
present indications of future utility, however, its actual 
value to the owner at the end of the ten-year period 





small a difference as 5 per 
cent in the result means an important difference in dollars 
and cents to the owner and the insurance companies. 

Composite units, however, are made up of many simple 
units, each of which is liable to the same or similar plain 
but variable treatment as has been just illustrated, and 
the final answer can be just as provable. 

These analyses comprise a breaking down of composite 
units into simple units. In a building for instance where 
problems of obsolescence have not as yet appeared, if 
the cost to replace each component part of the structure 
is known—each wall, floor, door, window, stair, partition, 
roof, fire escape, plumbing and electric lighting fixtures, 
painting—and the expectancy of life or other depreciation 
tests applied to each, the problem becomes practically the 
same as in the case of the belt and crowbar. 

A sound appraisal is a prime essential either in placing 
insurance or adjusting loss. 
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OCCUPATIONAL THERAPY AND 
REHABILITATION 
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OCCUPATIONAL THERAPY—A FIELD OF ENDEAVOR 
FOR MEN 


By LOUIS J. HAAS, DIREcToR oF THERAPEUTIC OCCUPATIONS, BLOOMINGDALE HOSPITAL, WHITE PLAINS, N. Y. 


their spheres of usefulness enlarged and find some 

phases of their technique improved in direct ratio to 
the degree of knowledge which certain interested groups 
have of their work. 

Occupational therapy is believed to be no exception to 
this rule. In fact, there are certain phases of its de- 
velopment and present-day practice which it is believed 
would benefit through being more widely known. As 
physicians, nurses and the interested public have become 
informed concerning this therapeutic agency, increased 
efficiency in its practice has followed. This having been 
true wherever general information has been assimilated, 
it is believed the same laws will apply where more specific 
data is presented. 


How O. T. Helps the Depressed 


Occupational therapy came into prominence as a treat- 
ment measure at the beginning of the World War but 
its pioneer period antedates this over one hundred years. 
We find occupational therapy is being used in the several 
ward services of the base hospitals both at home and 
abroad. It seems hardly necessary to present more than 
an outline of what is being accomplished through the 
use of this treatment. 

In the psychopathic wards those patients who are de- 
pressed have interest in life subtly reawakened through 
the encouragement derived from tasks accomplished and 
through the creation of outside interests. The overactive 
find a constructive outlet for energy which when not suc- 
cessfully employed in this helpful, healthy manner is 
vented and dissipated in destructiveness. The underactive 
are stimulated to make some simple constructive effort, 
which is then skillfully developed until it becomes a posi- 
tive therapeutic and reéducative force. Those who are 
fearful have their fears dissipated by reassuring contact 
with occupational therapy projects. They are made to 
realize that their ability to perform, though much im- 
paired, still exists and can be redeveloped. 

In the tubercular service contentment of mind is a 
condition that is conducive to successful treatment and 
convalescence. Hospitalization is very irksome, and the 
measure of physical inactivity that is necessary during 
certain stages of the treatment or cure tends to develop 
discontent, which lowers the morale and has other subtle 
but harmful effects. Occupational therapy, which has 


if IS an accepted fact that many helpful agencies have 


been prescribed by the physician and is carefully graded 
to meet the patient’s needs, eliminates introspection and 
is conducive to wholesome objective interests. The cheer- 
ful and hopeful spirit thus inspired and carefully nour- 
ished is now recognized as a valuable aid in bringing 
about recovery. 


Problems Differ In Surgical Cases 


In some phases of general hospital work occupational 
therapy has purposes to accomplish similar to those out- 
lined above, but in a surgical ward the problems are 
quite different. 

Here, while those more subtle reactions fostered by 
occupational therapy are just as conducive to the well- 
being of the patient, other needs present themselves and 
it is more largely these that the therapist is expected to 
treat, namely, the réeducation of certain members or parts 
of the body, which, because of injury and in spite of the 
corrective surgery, have ceased to function properly. 

In brief, this is the service performed by occupational 
therapy. Many young women entered this humane serv- 
ice during the war, so many, in fact, that the public 
has come to look upon it as a service that women only 
can perform. Occupational therapy during the war was 
essentially women’s work. Prior to the war a few men 
were engaged in branches of the work which required of 
the therapist certain characteristics that are essentially 
masculine. 

The impetus given occupational therapy by war time 
experiences has carried over to the needs of peace time 
and the entire field of occupational endeavor has ex- 
panded. That branch which is essentially a field requir- 
ing the services of trained men has been developing 
rapidly. 

A hurried sketch has been presented of the present-day 
application of occupational therapy in the several dis- 
tinct medical spheres. It is realized that if the reader 
is to be interested to any degree, more detailed informa- 
tion than the above must be given. As it is impractical to 
extend this paper to include data for the entire field, 
the field requiring the services of men will be presented 
for more careful study. 

This field appears to be the men’s service of the mental 
and nervous hospital. Here the therapeutic retraining 
must be masculine in character. There is a phase of 
the work in these hospitals with men, bedridden patients 
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which appears to require, in many instances, the woman 
occupational therapist. Those patients who are not in 
this class represent the field for the trained man. 

The following outlines indicate the form of insight into 
the patient’s needs which the trained craftsman must 
acquire under experienced guidance, before his efforts 
may be considered therapeutic. 

The patient was an intelligent man past middle age, 
mildly depressed and quite dissatisfied with everything 
and everyone, including himself. Beside having certain 
physical disabilities, he suffered much from a form of 
indecision which in his case was a decided obsession. He 
seemed to be continually tossed about by contrary winds 
on a troubled sea of doubt and discontent, or torn be- 
tween warring elements of thought. 

When approached regarding occupational treatment he 
lamented that his eyes were too bad, his hands in woeful 
shape and, as further proof of inability to cooperate, 
that his false teeth did not fit-and that the doctors and 
the dentist would not listen to him or do anything about 
it. We insisted that he try brushmaking and by per- 
sistence induced him to comply. This craft was selected 
because his resistance eliminated all but the simplest 
technique. He said this was the most distasteful work 
he had ever done and wished to change to art metal 
work. Before he was in the new classroom thirty min- 
utes he felt the change to this work to be a mistake and 
was more distressed than before. His plea to return to 
brush work was reluctantly granted. 


Rigid Retraining Program Started 


He was now much distressed over the injustice of ask- 
ing a man in his condition to do such things. A rigid 
program of retraining was started. First he was kept 
at brushmaking for two months. When he wished to 
know why he could not do something else, he was told: 
“You seem to be two natures warring within one body; 
the therapeutic problem is to retrain you to face and 
solve problems, rather than avoid them because they 
appear distasteful to you. We cannot be expected to side 
with your baser self by allowing you to avoid simple 
problems like an occupation which you say is irksome. 
You can make no change as long as it is felt that this 
would undo what little good has been accomplished.” 

This form of treatment had its effect. Later on, after 
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many a stormy morning, he would come to the shop after 
lunch and ask to be allowed to work so as to undo the 
damage done during the morning. The next evidence of 
improved mental condition was a gradual lessening of 
his distress over supposed lack of medical attention. Next 
he was taught chair caning and rigidly held to this oc- 
cupation for six months. He had by this time so improved 
that with a smile he would acknowledge that the course 
of occupational treatment was effective, and that he was 
gaining control of himself. 

When danger of a relapse was past he was changed to 
metal work and spent five months at this craft. He was 
never able to completely enjoy any of the occupational 
treatment but he gained sufficient insight to cooperate 
in using it to develop self-control. As other causes of 
his distress disappeared he found himself in a more stable 
and happy frame of mind and on leaving the hospital 
was convinced of the part occupational therapy had played 
in his recovery.+ 


Confused By Persecution Obsession 


Another patient, a middle-aged man who had led a 
busy life as a construction engineer, came into the hos- 
pital in a depressed, confused condition aggravated by 
certain ideas of persecution. Soon after his admission 
these ideas, coupled with his confused condition, found 
expression in an aggressive form of overactivity. 
Occupational therapy was presented but he was too 
disturbed and overactive for much to be accomplished. 
During the four months he was treated in the hal! 
he completed but two pieces of work—a netted bag and 
a small reed basket. His efforts were largely uncon- 
structive and often he would, without warning, destroy 
all that he had previously accomplished. His fears seemed 
to center about the thought that certain persons or 
powers conspired to hinder his progress or recovery, al- 
lowing him to reach just a certain level and then block- 
ing his advance or even pushing him back to a lower level. 
As soon as he became less aggressively overactive he 
was brought to the shops for occupational treatment. 
Chair caning was presented and after ten days, with 
much aid, he completed a caned seat. This process was 
more involved than seemed good for him. He talked very 


7See chapter 12, 
Nervously Iil, 
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little and when he did talk it was only to express the 
futility of his making any effort when everyone was 
against him. He had to be very tactfully handled less 
he should misunderstand and become aggressive. 

For these reasons the simplest forms of brushmaking 
were next used as occupational treatment. He was em- 
ployed thus for four months but at first he could accom- 
plish very little because of inability to concentrate. He 
had passively resistive moods, which further complicated 
the presentation of treatment. At first, efforts made dur- 
ing these moods to enlist his cooperation were met by a 
confused but often very active form of aggressiveness. 
Later on as the degree of his confusion changed, these 
same efforts were met with passive resistance and state- 
ments of the hopelessness of efforts upon his part. He 
felt his every effort was circumscribed by a form of 
spirit control which had set a low level beyond which he 
had no power to rise. 

By careful 
guidance his con- 
fused efforts be- 
gan to produce 
tangible results. 
First, he complet- 
ed brushes, even 
if at the cost of 
much time; sec- 
ond, his contact 
with the  thera- 
pist led him to 
express his fears 
which could then 
be subjected to 
the dispelling ac- 
tion of increasing 
accomplishments. 
It was _ pointed 
out to him that 
he only thought 
he could not do 
the things we 
asked, that he 
was mistaken in 
thinking progress for him was blocked by an unfeel- 
ing, all-powerful, unfriendly force. To reassure him and 
to indicate the progress he could make, if he would con- 
centrate upon the tasks presented, his attention was di- 
rected to the occupational work he had actually performed. 
As soon as he seemed prepared to benefit thereby, the 
statement was repeatedly made that this work was the 
proof that he could improve and was improving. 

Slowly this form of treatment inspired him with confi- 
dence in his instructor and to some degree in himself. 
As his confusion became less marked, more complicated 
tasks were presented and when he gave expression to 
fears, his increasing ability to perform was pointed out. 

Thus he spent a month making brush blocks, a decidedly 
more difficult task than drawing the bristles. Another 
month was spent doing cement work. He had improved 
a little by this time, but now relapsed into a more con- 
fused condition and the occupational treatment had to 
be changed. During the next four months miscellaneous 
activities of a simpler nature were resorted to and as soon 
as improvement made it possible, brushmaking was again 
presented. He continued to improve and after two months 
spent in making brushes he was changed to art metal 
work. Here, for nine months, his treatment was aug- 
mented by increasingly difficult problems. 


Figure 4. 
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By this time he could no longer justify his fears, as 
the evidence to the contrary was too marked. He was 
transferred to blacksmithing, and mastered some of the 
technique in a very short time. At this point in his 
convalescence he began to take the initiative. He planned 
and executed several large pieces of wrought iron work 
and finally made a large piece of equipment, involving 
blacksmithing and structural iron and sheet metal work, 
which had long been needed by the occupational therapy 
shops. After four months spent in the blacksmith shop, 
he was discharged and has had no relapse in three years. 

The accompanying illustrations further portray the 
low level of performance which the therapist must be 
willing and prepared to meet if he would contribute to 
the patient’s recovery. The illustrations show clearly 
that the successful therapist must be more than a good 
craftsman. A study of the range of crafts which are 
required to meet the needs of a large hospital show how 
important it is 
that the thera- 
pist be a master 
craftsman. 

The following 
notes will facili- 
tate the study of 
the illustrations. 

Figure 1. The 
weaving of a 
man patient who 
is now in a much 
deteriorated state. 
The work was be- 
gun when the pa- 
tient, though con- 
fused, could still 
make some con- 
structive effort. 
The disordered 
state of mind ex- 
pressed in the 
later weaving 
may still be over- 
come by this act- 
ivity. 

Figure 2. The weaving of a patient who is slightly 
confused at the start and whose mood changes. This 
shows how every effort is made to curb and ward off the 
period of extreme confusion. The later weaving portrays 
the degree of extreme confusion, and also shows the effort 
the patient makes to cooperate. 

Figure 3 is the work of a patient who, having passed 
through the more disturbed period, is now making use 
of occupational therapy and all allied therapeutic ac- 
tivities to retrain his mental processes. 

Figure 4 shows the bi-product of occupational therapy 
when presented to a patient whose ability to think in 
an orderly manner is being redeveloped. 

Figure 5. The ship basket is the work of a patient 
who is too disordered to make the slightest constructive 
effort. 

Figure 6. This tells a happier story: Basket A shows, 
in the consistent and orderly repetition of its somewhat 
disordered motif, the successful effort the patient is mak- 
ing to use the occupation as one means of curbing his 
relapses into a more disordered state. Basket B portrays 
the efforts of a patient to use occupation as a means to 
ward off an impending more confused state. The border 
portrays the disordered state reached during the unpre- 
ventable relapse. 


Figure 5. 
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Figure 7 shows a bi-product of occupational treat- 
ment. The technical perfection indicates the successful 
convalescence of the patient referred to in figure 6. 

Figures 8, 9, 10, 11 and 12 show but a few of the 
products of the thirty or more crafts which are used as 
therapeutic measures. The illustrations indicate the ap- 
preciative insight into the patient’s need which the thera- 
pist must acquire before he can present the occupations 
with sufficient precision that their reaction will be thera- 
peutic. 

What are the essential prerequisites of the male 
occupational therapist? He must have cheerfulness that 
can be discreet and, when necessary, well contained; 
hopefulness founded upon a faith that will not be dis- 
couraged by the often unexplainable course of present 
events; patience that can withstand with firmness the 
most severe tests; sympathy under conditions which 
sometimes seem ludicrous, tempered by an immovable 
firmness when this is for the ultimate good of the patient, 
and endurance to pursue a course of treatment under the 
most harassing type of opposition and lack of cooperation 
on the part of the patient. Coupled with these-a broad 
knowledge of arts and crafts, and many allied manual 
activities, is essential. A well founded knowledge of 
mechanical drawing, freehand drawing, design and con- 
structive inventiveness are invaluable assets. These 
attributes must be developed and modified by hospital 
experience which alone can give the student a working 
knowledge of the principles that control the presenta- 
tion of crafts as occupational therapy. 


Crafts Used In Occupational Therapy 


The following crafts have been used and found of value: 
art blacksmithing, art metal work, basketry, bookbinding, 
brushmaking, cabinet making, carpentry, cement turning 
and casting, circular net and tennis net making, chair 
caning, gardening, general outdoor construction, hooked 
rugs, jewelry, miscellaneous repair work, printing, reed 
furniture,* rug weaving, tennis racket stringing, and 
textile weaving. 

The well organized occupational therapy department 
today uses all the crafts found in this list and some de- 
partments even add other small activities. 

Experience has shown that three main classes of pa- 
tients have to be treated. First, those who cannot be 
trusted with tools with which to work; second, those 
who can be trusted with tools but seem to react in a 


neurotic way to tools; and, third, those who may be and 
are capable of using tools and desire to be so employed. 
The therapist in selecting the craft to be presented to 
the 


individual as treatment is guided by the doctor’s 
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prescription which very clearly outlines the patient’s 
needs. Both the doctor’s and therapist’s observation of 
the patient’s reaction under treatment guides and moulds 
the form of subsequent treatment. 

It is appreciated that the following question may be 
asked: What is the difference between occupational ther- 
apy and the activity called industrial occupation which is 
found in all state hospitals for the mentally and nervously 
ill? As will be shown later, industrial occupations en- 
gage the activities of 55 per cent of the whole patient 
population of the state hospitals for mental and nervous 
diseases. While industrial activities are largely thera- 
peutic and this phase of the work is considered, the all- 
essential feature is production. In other words, such ac- 
tivities as are included in housekeeping, general upkeep, 
farming, making and repairing clothing, must of neces- 
sity be accomplished within given periods of time. It is 
also evident that the very nature of these activities pre- 
cludes the employment of certain patients. There is a 
definite amount of this work to be accomplished and the 
number thus employed is usually more than sufficient to 
perform the tasks. Finally, it should be noted that the 
tasks must be performed, therefore those who can per- 
form them are thus employed. 


Industrial Occupation Must Produce 

The real difference between occupational therapy and 
industrial occupations hinges on this point. In occupa- 
tional therapy no task has to be performed, but for ther- 
apeutic reasons the patient must be employed—the task 
is selected to treat or employ the patient. In industrial 
occupations the patient is selected who can perform the 
task which must be accomplished. Those who administer 
industrial occupations usually have many other responsi- 
bilities, or bear the relation of a shop foreman to this 
activity, while those presenting occupational therapy 
treatment have the responsibilities of therapeutists or in- 
structors. 

It is clear that the approach in each instance must be 
different. Those who can scarcely perform the tasks 
considered industrial activities and under its system of 
supervision might get into much mischief, and perhaps 
even cause themselves or others distress or injury, can 
be treated and benefited by occupational therapy. True, 
some of these patients produce nothing at first and even 
waste good material, but their habits improve and gradu- 
ally their level is raised. After a while they can produce 
constructive work under the special guidance which the 
therapist gives. 


*See chapter 4 Occupational Therapy for the Mentally and 


Nervously Ill, by Louis J. Hass. 
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But, as has been said before, production is but incidental 
to the treatment, the object being to improve the pa- 
tient’s condition. Patients who have been spending their 
energy in unseemly habits and general destructiveness, 
under treatment transfer their interest to tasks within 
their grasp, tasks which at first they can perform only 
with sympathetic assistance. A poorly made piece of 
work may result, but an improved patient, with reawak- 
ened interest, more orderly habits and developing ability 
outbalances this. 

The change in personal habits alone is worth while as 
it makes the patient’s hospital life more livable and 
normal. Other changes follow and the patient’s level 
rises. He is equal to more constructive activity within 
the occupational department where his improvement usu- 
ally continues until he is discharged. If his disorder is 
such that he must continue to live under hospital super- 
vision, his level can often be raised until he can be ad- 
vanced to the industrial occupational group. Here he 
can live a modified normal existence under a minimum 
of supervision, happy and contented with the knowledge 
that he is an active helpful member of this community. 

In addition to having some knowledge of crafts, a po- 
tential ability to master crafts and a love for handicraft 
work, the occupational therapist should have the personal- 
ity that will enable him to derive satisfaction from his 
vocation, a satisfaction not expressed in dollars and cents, 
but in the joy of creating beauty and aiding others. 

Those interested will ask: “How big is the field for 
trained men in occupational therapy?”+ One of the larg- 
est states in this country has a daily population of 
19,269 men patients in its state hospitals for the mentally 
and nervously ill. During 1923 there were 10,716 men 
employed in the industrial occupations of these state hos- 
pitals while only 1,462 men were treated per day in the 





Figure 9. 


occupational therapy departments. Those industrially 
employed represent 55 per cent of the daily state hos- 
pital population, while those receiving occupational ther- 
apy treatment represent 8 per cent of the daily popula- 
tion, leaving 37 per cent unemployed. The estimate of 
those at present unemployed that could be employed or 
treated if more ideal occupational therapy conditions were 
available, varies from 5 to 50 per cent of the population. 
The average, which appears conservative, is 19 per cent 
or 3,661 men. 

Thus it is seen that a very conservative survey of one 
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state shows over 5,000 men mental and nervous patients 
requiring occupational treatment. It is estimated there 
are 118,000 men mental and nervous patients in state 
hospitals of the United States. If the percentages found 
in the survey of this one state may be applied to the whole 
country, the men who would benefit by this treatment 
number 32,000. This indicates the size of the field where 
the services of male occupational therapists are needed. 

As indicated by the findings in the one state survey, 
the known needs are very largely unmet in all the states. 
Many things are responsible for this and while these 
cannot be considered here, it is noteworthy that one of 
the causes is the small number of men who have training 
which fits them to enter this field of endeavor. 


Few Trained Male Occupational Therapists 


It is nevertheless true that when hospital authorities 
have been convinced of the value of occupational therapy 
to men patients, inability to obtain trained male thera- 
pists for this work is the principal reason that depart- 
ments are not established. The need for men in this 
work is stressed because the exclusive use of women ther- 
apists during the war, has led the educated and general 
public to overlook this sphere of endeavor for trained men. 

As previously stated occupational therapy is not a new 
treatment born of the needs of the World War. Its use 
in one mental and nervous hospital of this country dates 
back to 1815 and in another to about 1780 or 1790. 
Those who were responsible for its introduction into these 
two hospitals received their inspiration from the success- 
ful use of the work cure in certain hospitals of England, 
Scotland, France and Spain. 

The Civil War in this country brought about economic 
conditions that overshadowed many activities and no rec- 
ords are found showing that occupational therapy was 





Figure 11. 


used during that period. A revival of this form of 
treatment started simultaneously in mental and nervous 
hospitals in many parts of this country about thirty-five 
or forty years ago. 

Very soon after this revival began a change took place 
in the method of presenting occupational treatment. This 
change more than any one thing is responsible for the 
character and permanence of the development that has 
followed. Records of the earlier period show that while 


7See pages 53-56, The Male Occupational Therapist, by L. J. Haas, 
Occupational Therapy and Rehabilitation, February, 1925. 
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much use was made of occupational therapy, and the re- 
sults were in a measure gratifying, the treatment was 
applied by those who, while interested, had other re- 
sponsibilities that claimed first attention. This explains 
the blank periods in the early history of the development 
of the use of this treatment. 

With the revival of handicrafts in this country and 
the teaching of these in the schools, persons trained in 
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the crafts became interested in the treatment of the sick 
and the development of permanent organizations began. 
Now occupational therapy is administered by a depart- 
ment organized for this sole purpose. This is a distinct 
department with its own staff and director, who is re- 
sponsible to the medical superintendent as are the heads 
of all departments found within the modern hospital or- 
ganization. This guarantees the proper functioning of 
the department and insures the consistent development 
of this treatment. 

The position of therapist and director of occupational 
therapy has definite responsibilities and well defined com- 
pensations. The responsibilities have already been in- 
dicated while not the least among the compensations is 
the opportunity to use to the fullest a knowledge of the 
arts and crafts and many other activities unhandicapped 
by the limitations of grade and age. Added to this is 
the satisfaction of seeing men return to the normal walks 
of life, cured and with a broader appreciation of all 
that is beautiful and good. 

Finally, it may be said that the American Occupational 
Therapy Association with its membership of 900, which 
embraces only the progressive, practicing therapists, in- 
dicates that that other important compensation, monetary 
remuneration, is keeping pace with the healthy growth of 
the treatment measure or science. 

A broader appreciation of this phase of occupational 
therapy by those interested in allied activities should 
guide into this work young men whose qualifications in- 
dicate future success as occupational therapists. 





MISSOURI ASSOCIATION FOR O. T. HOLDS 
GARDEN PARTY 


The Missouri Association for Occupational Therapy held 
a garden party and exhibit on the grounds of the City 
Sanitarium, St. Louis, Mo., on Tuesday, June 2, from 
four to six, and from seven to nine. 

The speakers were: 

Honorable Victor J. Miller, Mayor of St. Louis; Mrs. 
Elias Michael, member of board of education; J. Lion- 
berger Davis, chairman, board of directors, Security Na- 
tional Bank; Mr. Bert S. Lang, chairman, campaign com- 
mittee, Community Fund; Miss Bess E. Sutton, director 
of occupational therapy, State of Illinois. 
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All exhibits were held on the grounds. The hospital 
was not open to the general public, but for those who 
wished to go through the buildings, guides were provided 
from 4 to 6. 

There are occupational therapy departments in the fol- 
lowing St. Louis hospitals: 


Av. No. 
Hospital Therapist in Charge Patients 
er Mo. 
el ee. de scene ewcntneunees eee BOE sccestcccess 167 
rr en ee B.. cncuaeeeeseoun’ Matilda Vordtriede ........ 126 
CC 65. spadnaesdareniaunee Agnes Lindholm .......... 22 
i  cvcicsweenebeneeeonawe Dorothy H. Mealey........ 50 
eta cetpchecesanestaaewee Se. i I, 200 56-6060 60 
a ogo g wih a a ED Se, WHEE. cocccecces 12 
Missouri Baptist Sanitarium.......... Marguerite Jennings ...... 22 
St. Louis Children’s Hospital.......... Cele SOO 34 
St. Vincents Institution............... ee Gh We ccccccces 81 
Jewish Sanitarium .................:. Be, MO occccecceces 17 
Home for Aged and Infirm Israelites..Leonelle C. Close.......... 9 
Junior League Workshop............. i ee 25 
U. S. Veterans’ Hospital No. 92, 
Jefferson Barracks ........cccesecs Leonelle Gamble .......... 148 
ee ee Ts ok ccc cccccccees Hildegarde Merkle ........ 21 


A home service department which takes care of the 
homebound cases of children and adults is run by the 
Missouri association and handles an average of thirty- 
four cases a month. Ada W. Ford is in charge of this 
department. Volunteer auxiliary workers are furnished 
in this department through the cooperation of the Junior 
League of St. Louis. 

The “Open Door,” 4915 Maryland, is the shop which 
furnishes the outlet for products made by patients under 
occupational treatment. The “Open Door” is financed 
and run by members of the Junior League and is open to 
the public every day from 9 a. m. to 5 p.m. The depart- 
ments of the various hospitals are also sales mediums 
for products and visitors are welcome at all times. 

The Missouri association runs a training school known 
as the St. Louis School of Occupational Therapy. [t is 
located in the Washington University School of Medicine. 
Any information regarding it may be obtained from 
Geraldine R. Lermit, director, or Mac Van Camp, 
registrar. 

The association is very glad to cooperate with any and 
all organizations interested in the use of occupational 
therapy, and to advise or assist in the initiating and or- 
ganizing of occupational therapy departments. Any 
information that can be given through the aid of speakers 
will be gladly furnished upon request. 


OCCUPATIONAL THERAPY COURSE OPENS 
AT CHICAGO STATE HOSPITAL 


Owing to a change of policy in the occupational therapy 
department at Chicago State Hospital, Dunning, IIl., 
whereby a full working force of occupational therapists 
was required, some means had to be found to fill the 
ranks. As there were many requests for opportunities to 
train in the hospital, it was decided to open the depart- 
ment for a three months’ course, with the understanding 
that if there were a vacancy, the applicant would be 
placed upon the pay roll at the end of that time, con- 
tinuing her studies for a period of two years. This 
method was adopted and has thus far proved to be satis- 
factory. 

The course comprises lectures in anatomy, psychiatry, 
psychology, neurology and physical culture, and the last 
year a course of lectures on art and several lectures on 
social service have been offered. There are also weekly 
clinics. 

During the three months of intensive training, appli- 
cants are given an opportunity to spend a period of time 
in as many classes as there are types of patients, and, 
under the direction of trained aids, are given instruction 
in the various crafts used in the class and the methods 
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Knox Gelatine is an Indispensable 
Hospital Requirement 


It combines with fruits or vegetables, making them pos- 
sible of digestion and extremely tempting to the jaded 
appetites of invalids. And 1% of Knox Sparkling Gela- 
tine added to milk increases the obtainable nourishment 


by about 23%. 


Knox Sparkling Gelatine is extremely economical—it 
goes four times further than the artificially flavored and 
sweetened gelatine—and is adaptable for every dietetic 
requirement. One pound of Knox Gelatine makes 288 


servings. 


Knox Sparkling Gelatine being plain, unflavored and un- 
sweetened, is the purest by every known analysis. 

Every hospital kitchen should have the 

new .book of dietetic recipes for Dia- 

betes, Nephritis, High Blood Pressure, 


Gastritis, Fever, Obesity, as well as for 
invalids. convalescents and children. 


NOX 


SPARKLING 


GELATINE 


“‘The Highest Quality for Health’’ 





In addition to the family-size packages of ‘Plain Sparkling’’ and ‘Sparkling 
Acidulated”’ (which latter contains a special envelope of lemon flavoring), 
Knox Sparkling Gelatine is put up in | and 5 pound cartons for special 
hospital use. A trial package at 80c the pound will be sent upon request. 





NOTE: From the raw material to the finished package, the Family of Knox takes 
pride in producing the highest quality of gelatine. 


Charles B. Knox Gelatine Laboratories, 400 Knox Ave., Johnstown, N. Y. 














| 














When using advertisements see Classified Index, also refer to YEAR BOOK. 

















72 THE MODERN HOSPITAL 


of teaching the patient. 

Occasionally the student has an opportunity to assume 
the responsibility of a class for a short period, thereby 
gaining confidence in her ability. She is also required 
to read several books on psychiatry. Books on various 
crafts are always available in the library of the depart- 
ment. 

There is much to be learned about materials and their 
adaptation to various purposes; also about design and 
color. All this cannot be covered in so short a period 
us three months, so the study continues, and the actual 
care of classes begins. In the last half of the second 
year the student has instruction in inventory, estimates 
of materials, requisitions and the general management 
of a department. 

The aim is to absorb into the department all those 
who take the three months’ training, and, as the work 
is rather exacting, only those who have a complete high 
school course are accepted. In addition to this, younger 
women must have normal school or college training and 
older women teaching experience, business experience or 
art training. Inexperienced young women should have 
the regulation training in the best schools of occupational 
therapy, and the practice work which those schools re- 
quire. 





NEWS ITEMS 


California 


The regular monthly meeting of the California State 
Association of Occupational Therapy was held in San 
Francisco in May. Mr. William Bragdon, a graduate of 
a New York School of Ceramics and formerly instructor 
at the University of Chicago and at the California School 
of Arts and Crafts, Berkeley, now head of the California 
Faience Pottery, Berkeley, was asked to talk to the mem- 
bers on pottery. He suggested that the “meeting” come 
to the pottery where he could make his talk much more 
interesting. So, on May second the members. in the vicin- 
ity of San Francisco, met at Berkeley and were conducted 
through the pottery by Mr. Bragdon. Fountains, fire- 
place decorations, tiles, door panels, interested the oc- 
cupational therapists from an artistic viewpoint, and 
showed how the moulding of soft clay will help to restore 
vigor to injured hands and fingers, thus proving a good 
craft from a therapeutic standpoint. 

Recently another large, néw hospital has been opened 
at Livermore, by the U. S. Veterans’ Bureau. There is 
an active O. T. department. 

O. T. has recently been started and is being ‘*success- 
fully carried on at the Alameda County Hospital, San 
Leandro. Another large hospital is nearing completion 
in the same county and expects to install occupational 
therapy. 


Michigan 


The Kalamazoo State Hospital school of occupational 
therapy differs from many of the other schools in that all 
of the instruction is given right in the institution and 
much of it in the classrooms with the patients. To some 
this would seem to detract from the concentration essen- 
tial in working ovtthe problems of school work and yet, 
from another standpoint, this arrangement has proved 
of value, as the students, during their course, become 
familiar with their future problems and gain an insight 
into the limitations and possibilities of working with mental 
patients. The daily presence of the students in the class 
rooms also tends to benefit the patients and creates whole- 
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some rivalry between the two groups, the work of the 
students being an inspiration to the patients. 

Since the beginning of the course, nearly three years 
ago, several new features have been added. Each year 
a play or outdoor pageant is given by the patients and 
it is the work of the occupational therapy department to 
make the costumes and properties. These are constructed 
mostly of waste materials, and the students are held re- 
sponsible for a certain share of this task. 

Another feature which has proved of great benefit to 
the student is the opportunity to assist the patients with 
their individual gardens. These gardens are becoming 
more popular from year to year and with their growth 
greater knowledge is gained by the students. 

During the past year a series of talks on interior decora- 
tion has been added to the course. Following the talks 
practical work is carried out in the problem of redecorat- 
ing all the dining rooms of the institution. 

With each new class more stress is laid on design so 
that the students are now able to be dependent on them- 
selves, whether the problem is a design for a pottery bowl 
or a hooked rug. Jessowork, charcoal and colored chalk 
work and batik work have also been introduced. 

In the class which graduated in June there were four 
students. Six are already enrolled for the following 
class. 

Those students who graduated November first 1924 have 
been placed as follows: Miss Alice G. Gavagan, director 
of O. T. at the State Hospital, Farnhurst, Del.; Miss 
Martha Reimers, director of O. T., Spring Hills Sani- 
torium, Morthville, Mich.; Miss Vera Shanahan, National 
Military Home, Marion, Ind.; Mrs. May Hager and Miss 
Elaine Haley, O. T. department, Kalamazoo State Hos- 
pital. 

Upon graduation, the students become members of the 
Kalamazoo State Hospital alumnae association, the main 
purpose of which is to issue a bulletin from time to time 
giving news items of ideas, and other information valua- 
ble to the graduates. 

Mississippi 

The Mississippi School of Occupational Therapy at 
Jackson, is now giving a fourteen months’ course, which 
more than meets the requirements for schools adopted 
by the American Occupational Therapy Association. The 
course includes lectures in anatomy, physiology, kinesi- 
ology, general medical cases, tuberculosis, diseases of 
children, orthopedics, hygiene, neurology, normal and ab- 
normal psychology, psychiatry, history of art, social serv- 
ice, history and use of occupational therapy. 

Craft courses include basketry of all kinds, bookbinding, 
brush making, chair seating, domestic arts, dyeing, 
jewelry and metal work, leather, modeling, weaving, 
woodwork. Special attention is given to design and 
mechanical drawing, two hours’ weekly instruction being 
given in each. A very good course in kindergarten is 
also given by an experienced kindergartner. 

A special feature of the school is the experience given 
in the O. T. classes of the Mississippi State Insane Hos- 
pital with which the school is associated. Pupils spend 
twenty-two hours weekly in these classes, at first observ- 
ing, later assisting and, finally, in charge of classes. 

This pupil teaching is well supervised and frequent 
conferences are held, when methods are discussed. One 
month of this practical experience is spent entirely in 
playground therapy classes which include outdoor and 
indoor games, dancing classes, pageants, amateur the- 
atricals and parties. Patients in O. T. classes make all 
costumes and stage settings. 
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~ pie 





“and remember, girls, Jell-O so easily made, is always welcomed by the patient.” 


JELLO 












Americas most famous dessert. 


ELL-O is rich in food value. Its clear, sparkling color 
and delicate fruit flavor tempts the jaded appetite of the 
invalid and convalescent. The Institutional package 

is especially designed for hospitals and other institutions 
catering to large numbers. _Its contents make one gallon. 











The American Offices and The Offices and Factory of 
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Factory of The _ Jell-O Gorcicas mst Fa The Genesee Pure Food 
Company, Inc., are at LeRoy, / JELLO Company of Canada, Led., 
New York, in the famous } 2 are at Bridgeburg, Ontario, 
Genesee Valley Country. ; mi specIAL PACKAGH on the Niagara River. 
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With Special Reference to Laundry, Kitchen and ag 
Housekeeping, Problems — | 


Conducted bh HERMAN SMITH, M.D., Superiiiindent 
Michael Reese. Hospital, Ghicaso, Tl. 





AAAEEN EE sit DEOULETTONENEEEEDL AONE ANE OUARA Ge oes AETERENOUEDROTOAD EERE ERG GHETELEDEDE 


A COMPARISON OF LIGHTING METHODS IN; HOSPITAL 
ROOMS 


By W. W. THOMPSON, E. E., Hixon apes Co., Boston, MAss. 


affect the comfort of the patient have not been given 
much consideration. Hospital authorities, however, are 
coming to recognize the importance of properly designed 
lighting adapted to the different departments of the hos- 
pital. The laws of lighting as applied to hospitals are 
not different from these laws as they apply to other types 
of building, but the physiological and psychological effects 
of lighting should be given special consideration in the 
hospital. 
There are many phases of lighting in the hospital; 


I: THE past the details of hospital lighting as they 


each 


e ? 
of these is in itself a subject for discussion, 


For instance, 
the conditions met in lighting the operating room are en~ 
tirely different from those in the diet kitchen, utility rooms: 
and private rooms. 


Brilliant Lights Cause Eye Strain 


It is the purpose of this paper to discuss the ideal way 
to light a private room. In lighting the room serious 
consideration should be given to the physical condition of 
the patient and to his reclining position. 


The pupil of the eye automatically reacts, by contrac- 
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SAN JOSE HOSPITAL, SAN JOSE, CALIFORNIA. ARCHITECTS, BINDER AND CURTIS. PLUMBING 
CONTRACTOR, WM. F. SERPA. CRANE PLUMBING FIXTURES AND MATERIALS THROUGHOUT. 


IN A HOSPITAL, EVERY DETAIL IS IMPORTANT 


Tasks that might be humdrumelsewhere, manufactures fixtures that conserve the 
are in a hospital magnified to grave im- __ time and energy of the staff, and increase 
portance by their relation to human life. the comfort of the patient. 


“Every detail is vital” is the spirit that Crane understanding of hospital re- 
moves the men and women who serve in quirements is embodied ina large vari- 
modern hospitals. In this same spirit, ety of therapeutic appliances, as well as 
Cranethoughtfully designsandcarefully in a complete line of plumbing fixtures. 


CRANE 


Address all inquiries to Crane Co., Chicago 
GENERAL OFFICES: CRANE BUILDING, 836 S. MICHIGAN AVENUE, CHICAGO 
Branches and Sales Offices in One Hundred and Forty-eight Cities 
National Exhibit Rooms: Chicago, New York, Atlantic City, San Francisco and Montreal! 
Works: Chicago, Bridgeport, Birmingham, Chattanooga, Trenton and Montreal 
CRANE EXPORT CORPORATION: NEW YORK, SAN FRANCISCO, SHANGHAI 
CRANE LIMITED: CRANE BUILDING, 386 BEAVER HALL SQUARE, MONTREAL 
CRANE-BENNETT, Lrv., LONDON 
C2 CRANE: PARIS, NANTES, BRUSSELS 


Crane Surgeon’s Wash-up Sinks 
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tion, to high brilliancy at or near the sensitive spot on 
the retina where we focus the image at which we look. 
If areas or points of high brilliancy are in the field of 
vision the pupil will contract, and reduce the amount of 
light flux which enters the eye. The existence of points 
of high brilliancy in the field of vision results in a waste 
of light flux and in discomfort. 

If the eye is exposed to a brilliant light, such as the 
filament of a lamp or a shade of high intrinsic brilliancy, 
the nerves decrease in sensitivity by fatigue, which will 
cause visual defects, headaches, nervousness, faulty di- 
gestion and sleeplessness. These conditions will be much 
more pronounced if the patient is suffering from nervous 
or physical disorder. 

The luminaire should be so placed that it gives a uni- 
form soft light over the entire area of the room. Sharp 
shadows should be avoided, as the eye in that case must 
adapt itself to the unequal lighting conditions, which 
cause the eye to tire in the same manner as if the light 
fluctuated. 

To obtain this uniform, soft, even light the luminaire 
should be at the ceiling, and symmetrically in the room. 
Bracket lights give sharp shadows which should be 
avoided. The shade should be of low intrinsic brilliancy, 
so that the patient can look at it without eye discomfort. 


Room Lighting Methods Compared 


There are three kinds of lighting, commonly spoken 
of as direct, semi-indirect, and indirect. In the first, the 
light is reflected downward by a shade which may totally 
enclose the lamp or be open at the bottom. Figure 1 
shows the open type of shade, with the filament of the 
lamp, which is of high intrinsic brilliancy, exposed to 
the eye of the patient, as will be noted by the dotted line. 
When the shade totally encloses the lamp it then becomes 
the source of light and the filament is no longer exposed 
to the eye. 

The shade is generally designed to direct the major 
part of the light downward, thereby causing the shade 
to be of high intrinsic brilliancy, as will be noted by the 
distribution curve. (See figure 2.) The brilliancy of this 
type of shade is also very trying on the eyes. 

The majority of the light in the semi-indirect method 
is reflected to the ceiling and is diffused over the entire 
area of the room, only a small amount being reflected 
downward from the shade as shown in figure 3. The 
only part that is exposed to the eye of the patient is the 
lower bowl which should have a low intrinsic brilliancy 
of not over .04 candles per square inch. 

In the indirect method, as shown in figure 4, all of the 
light is reflected to the ceiling for diffusion by an opaque 
bewl. The opaque shade is cold and disquieting to the 
patient. 


Ideal Illuminating Method 


The following decisions and conclusions have been ar- 
rived at after many experiments in different hospitals. 
During the experiments doctors, nurses and patients, who 
were directly in touch with the subject, were consulted. 

In lighting the room we should give consideration, as 
before stated, to the physical condition of the patient, 
his reclining position and the normal requirements during 
the late afternoon and evening when artificial light is 
used to illuminate the room. The light should be as 
low in intensity as possible, allowing for general reading, 
for the doctor and nurse to examine the patient and for 
general supervision. 

An intensity of .2 foot candles was found to be the 
most satisfactory for the normal light. The best location 
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was in a symmetrical location at the ceiling as this gave 
an even distribution over the entire room, and eliminated 
sharp shadows. 

Night Light Should Resemble Moonlight 

The night light should come from the same fixture as 
the normal light. Night lights in walls and floors should 
be avoided as they are small in area, thereby creating a 
point brilliancy and casting direct shadows, objects in the 
shadow being practically invisible. The night illumina- 
tion in a sick room should resemble as far as possible 
the outdoors on a bright moonlight night. One can see 
all of the outside surroundings without any undue eye 
strain or discomfort, because the moonlight is evenly dis- 
tributed and illuminates all objects to the same degree, 
even though the intensity may be low. The same is not 
true when looking at the outside surroundings lit by street 
luminaires. The light is not properly distributed and 
the shadows terminate sharply; objects in the shadow 
are not visible, and the end of a shadow looks like the 
edge of an object, thus producing a misleading effect. 

The shade of the normal light fixture is necessarily 
large in area to reduce the intrinsic brilliancy and if 
the night light comes from the same shade, it will appear 
like a glow and will be distributed evenly over the room, 
illuminating all objects equally. The intensity should not 
be over .1 foot candles, this being just bright enough for 
the patient to distinguish all objects and for the nurse 
to make her rounds without any disturbances. 

It is also a well recognized fact that a light emanating 
from the usual place is not noticed by the sleeper. An 
intensity of .1 foot candles makes just a glow throughout 
the room, and has a peaceful effect on the patient, espe- 
cially on one of a nervous disposition. 

The metal parts of the fixture should be of a substan- 
tial heavy gauge brass, and the outline as simple and sani- 
tary as possible, preferably of a smooth flowing contour, 
which is easily cleaned. 


Semi-Indirect Light Most Suitable 


It was found in a comparison of lighting methods that 
the semi-indirect light is the most suitable. (See figure 3.) 
The shade should be of the design illustrated and as 
simple and sanitary as possible, the outline being free 
from all ornamentation and smooth on the outside. The 
depreciation from dust and dirt should be kept as low as 
possible for maximum unit efficiency. The lower part 
of the shade should not have an intrinsic brilliancy of 
more than .04 candle per square inch. The upper part 
should give a good distribution of light over the ceiling, 
thus eliminating any bright spot on the ceiling directly 
above the fixture, which would cause a glare. 

The luminaire should be designed so that the night 
light will come from the same source and not cause 
shadows or distortions on the shade. The intensity should 
be .1 foot candle. 

In conclusion, it should not be forgotten that though 
the luminaire may meet all of the requirements men- 
tioned the desired results will be defeated if the sur- 
roundings, such as the finish and color of walls, do not 
harmonize. To achieve the best results there must be 
close cooperation between the architect, hospital authori- 
ties, and illuminating engineer. 





The Southern Baptist Hospital Association held its 
annual meeting in Memphis, Tenn., on May 12, with a 
large representation of the twenty-five hospitals that are 
members of this organization. A splendid program was 
carried through and much interest in hospital building, 
equipment and management was displayed. 
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Wayne-Soft Water 
Cuts Hospital Operating Costs 


The Wayne Water Softener issaving money 
for a large number of hospitals. 


Wayne-soft water eliminates hard water 
scale from the boiler equipment and plumb- 
ing throughout the building. This not only 
prevents costly replacement of plumbing 
and boiler feed lines, but also effects a 
marked saving in fuel costs, due to more 
rapid and thorough circula- 
tion of hot water or steam. 


Moreover, the advantages 
of Wayne-soft water are 
not limited to the heating 
system. Wayne-soft water 
adds materially to the life 
of linens—a very important 
factor in hospital operation. 





Elsewhere in this advertisement is a list of 
hospitals which are Wayne equipped. Each 
installation is a demonstration of the greater 
efficiency, economy and simplicity of the 


Wayne Water Softener. 


Wayne not only originated and perfected the 
rapic-rate method of water softening, which 
is now the preferred method, but has won an 
outstanding position in the 
water softener field. 


Let us send you complete 
facts explaining specific 
applications of Wayne-soft 
water to hospital require- 
ments. This involves no 
obligation on your part 
Write today. 


Wayne Tank and Pump Company, 237 Canal St., Fort Wayne, Ind. 


Branch Offices: Atlanta, Boston, Buffalo, Chicago, Cleveland, Columbus, Dallas, Detroit, Kansas City, 
Los Angeles, Minneapolis, New York, Philadelphia, Pittsburgh, San Francisco and St. Louis. Warehouses: 
San Francisco, Philadelphia, London, Eng. and Paris, France. Foreign Offices: London, Paris, Toronto. 


An International Organization with Sales and Service Offices Everywhere 
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Water ‘Softeners 


Wayne Rapid-Rate Water Softeners 
Used in These Hospitals 


Mt. Carmel Hospital, Columbus, 
Ohio 

General Hospital, Madison, Wis. 

Sisters of St. Francis, St. Louis, Mo. 

Miami City Hospital, Miami, Fla. 

No. Iowa Lutheran, Mason City, Ia. 

Mercy Hospital, Champaign, III. 

St. Luke’s Hospital, Lafayette, Ind. 

Union Hospital, Terre Haute, Ind. 


St. Luke’s Hospital, St. Paul, Minn 

Barnes Hospital, St. Louis, Mo. 

St. Luke’s Hospital, San Francisco, 
Calif. 

L. D. S. Hospital, Salt Lake City, 
Utah 

Holzer Hospital, Gallipolis, Ohio 

St. Mark’s Hospital, Salt Lake City, 
Utah 


and many others too numerous to mention in this space 


When using advertisements see Classified Index, also refer to YEAR BOOK. 
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PAPER BAG FOR DRESSING CARRIAGE 


An ordinary paper bag of good weight is fastened to 
the rim of the dressing carriage by a two-inch paper 


clip. It has been found practical to keep the supply of 


Dressing Carriage 


Sh euing Ordinary Paper bag 
Used Gs Container far Jenne pisess 


Gud Colton pads a3 used tir She 
Toronto General Hospital 
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cotton pads in one bag and gauze pieces in another. The 
pads and gauze thus kept are not sterile and, of course, 
are not used as such. The dressing table is brought to the 
patient’s bedside when dressings are 
to be done and offers a convenient 
method of keeping everything that 
the surgeon or intern requires for 
the work at hand. A third ordinary 
paper bag is attached to the rail 
at the foot of the bed. This is used 
as a waste bag for soiled gauze, 
pads, etc. This is a clean, sanitary, 
convenient way of caring for soiled 
gauze. It also protects against loss 
of gauze which should go to the a 

| 
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laundry to be renovated. 





A STEAM CONDENSER OF 
SIMPLE CONSTRUCTION 


The steam condenser, illustrated, 
is as simple in construction as the 
principle under which it operates. 
It is of conical shape, about ten 
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to the under or inside of the cap and a one-fourth 
inch pipe fitted to the upper part so as to feed the 
nozzle. This one-fourth inch pipe when connected with 
any cold water pipe is the only power required. The ap- 
paratus is connected to the rear of the 
sterilizer, preferably towards the center 
and near the top, but essentially above 
the line of water in the sterilizer. The 
outlet of the small nozzle consists of three 
very small holes, about one-sixty-fourth 
inch each. When in operation the nozzle 
throws a very fine water spray, creating 
a partial vacuum in the chamber of the 
receiver. As steam follows the line of 
least resistance it passes through the 
opening in the sterilizer into the chamber 
of the condenser, where it is condensed 
and carried away as condensate through a 
drain which consists of three-eighths inch 
pipe connected to any drain providing 
there is no back pressure to it. This 
simple little contrivance will work on any 
sterilizer provided there is twelve pounds 
or more water pressure. 





Assuming that in everyone there is an 
infinite and restless desire to get into the 
life of the world—to share any and all 
life that is hot and urgent or cool and 
clear—we can tackle this infinite task in 
two ways: 

By trying to understand the universe in 
the samples of it which come to our ken, 

and to draw from these bits of knowledge which typifies 
and represents the whole. That is science.—Cabot— 
“What Men Live By.” 
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inches long and about seven and one- 
half inches across at its greatest 
width. Those in use in the Toronto 
General Hospital are made of sheet 
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copper about the same gauge as the 
copper in the sterilizer. The cap or 
top of the receiver should be of 
three-eighths inch or heavier metal, 
at least heavy enough to take the 
fittings which are to be connected 
to it, a nozzle, as illustrated, fitted 





The Apparatus as discribe. 
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Around the World with 
JA Glassware 


Some idea of the tremendous Hazel-Atlas produc- 
tion may be gained from a simple comparison. If all 
glassware produced in a year were placed side by side 
it would encircle the world and still leave enough to 
stretch far out into space. 


Over 5,000 Items From Which to Select 


When you are next in the market for Tumblers ask your 
Glassware Supply House for prices on the ever popular 
JA Tumblers, supplied in all sizes and styles—clear in 

color and guaranteed to stand up longest under 
hard every day usage. 


Look for the jal Mark of Quality. 








DESIGNERS ® MANUFACTURERS 


HAZEL~ATLAS GLASS COMPANY 


WHEELING,—W.VA. 
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MOVING PICTURE MACHINE IN HOSPITAL 


TEACHING 
By W. L. BABCOCK, M.D., Director, The Grace Hospital, Detroit, Mich. 
The Grace Hospital of Detroit for the past three years 
has been using a large moving picture machine in the 
teaching of pupil nurses and interns, and at attending 
staff meetings and demonstrations. The machine is of the 
same type as is used in theaters. The possibilities of 
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in the New York City power plant, namely, 92.7 per 
cent. In that case the chimney gas temperature was re- 
duced to as low as 193° F. The heat value of the fuel 
was about 14,500 B.t.u. per pound. Applying the rule, 
multiplying 193 by 625 and then dividing by 14,500, we 
get 8.3. Subtracting 8.3 from 100 we get 91.7 per cent. 
The actual over-all efficiency, as computed by the engineers 
in charge, was 92.7 per cent. In other words this rule 





A class of student nurses at the Grace Hospital, Detroit, Mich., receiving instruction through the aid of motion pictures. 


screen illustration are of considerable scope and have 
not yet been fully determined. The screen pictures, of 
course, are not used to the exclusion of other means of 
demonstration, such as museum specimens, bedside clin- 
ics, manikins, and charts, but as an auxiliary to the gen- 
erally accepted methods of teaching. 

To illustrate steps in various operations, several groups 
of pictures have been taken in the hospital for the pur- 
pose of producing films covering all steps of hernia, thy- 
roids and other operations. The screen has been used 
also for illustrating series of pathological specimens. 
X-ray pictures, too, have been produced on films for dem- 
onstration purposes. 

In addition to the films produced in the hospital several 
stock films, showing anatomical relations, surgical pro- 
cedures, etc., have been used. Films carrying statistical 
data have been used in illustrating staff clinical papers. 

The hospital staff and training school teaching force 
consider the movie a distinct adjuvant and aid in the 
teaching and demonstration of professional subjects. 





SIMPLE RULES FOR BOILER EFFICIENCY 
By W. F. SCHAPHORST, M.E., Newark, N. J. 

Here is a handy rule for roughly determining boiler 
efficiency when the chimney gas temperature and the heat 
value of the fuel are both known: 

“Multiply the temperature of the exit gases in degrees 
Fahrenheit by 625 and divide by the heat value in B.t.u. 
per pound. Then subtract from 100. The result is the 
approximate boiler efficiency in per cent.” 

The writer developed this rule in 1918 and has applied 
it ever since to boilers that have been tested, and he 
finds that it is generally satisfactory. 

For example it can be applied with surprising ac- 
curacy even to the recent very high efficiency sbtained 


is only 1 per cent off, even when applied to this unusual 


example. 
Rules to Use for Oil Burning 


The writer has received requests to convert this rule 
so that it can be applied to oil burning as easily as to 
coal. For oil burning the rule becomes: 

“Multiply the temperature of the exit gases in degrees 
Fahrenheit by 5,000 and divide by the heat value of 
the oil in B.t.u. per gallon. Then subtract from 100. 
The result is the approximate boiler efficiency in per 
cent.” 

It must be understood of course that in applying this 
rule the fireman is doing his level best to effect complet2 
combustion. If the fire is so poor that the gases contain 
a large per cent of CO the rule naturally will not hold. 
Nor will it hold if the exit gases contain too much air. 

The usual but much more complex procedure in de- 
termining boiler efficiency is to find the heat in the steam 
evaporated by the boiler and divide it by the heat given 
off by the fuel. In other words boiler efficiency, like 
all other efficiencies, is equal to output divided by input. 
This chart however, simplifies the whole affair. It is 
based on the logic that if you deduct the heat passing 
out of the chimney from the original heat contained in 
the fuel, you have the approximate amount of heat ab- 
sorbed by the boiler. Then by dividing that amount by 
the original heat contained in the fuel we have the ap- 
proximate boiler efficiency. 





A GOOD HEALTH YEAR 
According to the Metropolitan Life Insurance Company 
the year 1924 set a record for good health. It is the 
first year in which all the principal causes of death reg- 
istered a decrease. The death rate among sixteen million 
policy holders was 8.5 per 1,000. 
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This shows Pyrono construction 

magnified, the asbestos sheath- 

ing indented into the core and 

the cross-banded surface veneers 
applied over it 
































Relieve fireproofing coldness with 


Pyrono’s homelike beauty 
‘a first mile-post on the road to recovery. 


Pyrono’s handsome surface, and fire-resisting construction, 
assure the invalid complete rest and complete safety. Pyrono 
stands guard unobtrusively. 


Pyrono Doors and Trim are built of the finest 
cabinet-wood veneers applied over a non-resinous, 
laminated core. Between the veneer and the core, 
however, is placed an asbestos sheathing which is 
mechanically bonded to the core. 

The result is a really fireproof construction, pre- 
senting at the same time all the attractiveness of the 
most beautiful woodwork. Pyrono Doors can be 
fitted with smokeproof and practically soundproof 
tightness because under extremes of temperature 
they do not expand, contract, warp, buckle nor bind 
in their frames. No danger of being trapped by a 
jammed door. Let us send you our booklet of impor- 
tant installations with a folder of detail drawings. 


The Compound and Pyrono Door Co. 


ST. JOSEPH, MICHIGAN 





THE WOOD VENEERED DOOR WITH THE FIREPROOF CORE 
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CUTTING DOWN EXPENSES WITH A BASE EXCHANGE 
WATER SOFTENER 


By WALTER J. HUGHES, Fort Wayne, IN». 


ATER is an item of considerable economic impor- 

tance to hospitals or to other institutions main- 

taining water systems as extensive as those of 
modern hospitals. While apparently one of the cheapest 
elements that enters into hospital operation, nevertheless 
water, in its relation to sound economy or wasteful ex- 
travagance, is an important factor. 

In many phases of hospital operation the difference 
between economy and extravagance is substantially the 
difference between water that is satisfactory for the pur- 
poses it serves and water that is not satisfactory. To 
a great extent, that difference, in turn, is found to be the 
difference between hard water and soft water. 

If the hospital, until a few years ago, has rather neg- 
lected consideration of the quality of its water supply, it 
is probably because there were no remedial measures 
that combined the necessary degree of efficiency with 
economy of installation and maintenance. Until a few 
years ago, hospitals, as a rule, used the available water 
supply in its natural state. That means that hospitals 
in two-thirds of the territory of the United States were 
using hard water. 

Perfection of the base exchange type of water softener, 
however, has made it possible to make material improve- 
ment in the quality of the hospital water supply. This 
modern type of water softener is the real solution of the 
hospital’s water problem, 
for it provides soft water, 
the advantages of which 
are fully realized by every 
manager of an institution 
that has used hard water 
for all purposes and then 
changed to a soft water 
supply. 

One of the most marked 
disadvantages of hard 
water is the fact that it 
causes the formation of 
scale. When hard water 
is used for boiler feed, 
scale forms in the tubes 
and on the heating surfaces 
of the boiler. This scale 
insulates the tubes and 
other heating surfaces 
against heat (making neces- 
sary the use of excess fuel), 
tends to clog the tubes and 
exerts generally damaging influences. Frequent cleaning 
of boilers is then necessary to remove the scale accumula- 
tion and maintain efficiency in operation. This causes 
maintenance costs to soar. If, on the other hand, scale is 
removed less frequently, its effects are reflected in fuel 
bills more than in maintenance costs. However, regardless 
of the method adopted to overcome the problem of scale 
accumulation, the expense cannot be eliminated as long 
as hard water is used. 

Aside from the effect of hard water in boilers, let us 
consider its action on feed water auxiliaries. Feed lines 
and feed pumps become choked and heaters require clean- 





A base exchange water softener installation such as is serving 
hundreds of hospitals throughout the country. This photograph gives for this 
some idea of how little space is required for the installation. ‘ 


ing. These auxiliaries must be cleaned frequently or 
efficiency is sacrificed. Pumping costs climb rapidly as 
efforts are made to force water through choked lines, and 
finally the pumps fail or break down entirely. 

The use of soft water, when provided outside the 
boiler, has been found the most effective and the only 
really practical method of preventing scale in boilers. 
Soft water, as provided by the base exchange or zeolite 
type of water softener, removes the hardening or scale 
forming substances from the water before it reaches the 
boiler. Scale is thereby prevented and boiler efficiency is 
safeguarded, insofar as the concerned. The 
saving in fuel, and in operation and maintenance costs 
made possible by the use of soft water for feed is fre- 
quently staggering. 

Tests made by the engineering experiment station of 
the University of Illinois reveal that a layer of scale 
one-fiftieth of an inch thick means a heat loss of 5.4 per 
cent. If scale one-twenty-fifth of an inch thick is found 
in boiler tubes at the time of cleaning the effect of this 
scale, over the period from cleaning to cleaning is equal to 
the effect of a layer of scale one-fiftieth of an inch thick 
during the entire period, or an average heat loss of 5.4 
per cent. A heat loss of that magnitude is equivalent 
to the waste of 108 pounds of coal out of every ton used. 
In the course of a year that 
waste becomes an item of 
considerable importance. 

In the laundry depart- 
ment of the modern hos- 
pital, also, hard water ex- 
erts a costly and damaging 
influence. Neither the hos- 
pital laundry nor any other 
laundry can operate effi- 
ciently and economically 
when hard water is used. 
The laundry using hard 
water is forced to soften 
the water either with soap 
or alkalies before any act- 
ual cleansing can take 
place. This means that two 
or three times as much soap 
is used as is needed to do 
the actual cleansing. It is 
reason that soft 

water provided at low cost 
saves from 50 to 60 per cent of the washing supplies, 
since none of them are used to soften the water but only 
to do the actual cleansing. 

Base exchange water softeners pay for themselves in 
a comparatively short time out of the savings they in- 
duce. The economic advantages of the modern water 
softener, in its application to laundries, have proved of 
sufficient magnitude to justify their installation even if 
the comparative quality of the work is not considered. 

If hard water is not completely softened by the use 
of chemicals, excessive quantities of soap must be used 
and this excess soap forms a precipitate of lime-soap 


water is 
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Everlasting as Rock 


Walls and roofs built of Pyrobar Tile are built of 
everlasting gypsum rock. They are fireproof, highly 
insulating and permanent. There will be no upkeep 
expense to charge against them. Pyrobar Tile are 
also accurate in size, light in weight and easily cut 
to fit. Installed quickly and economically. We 
contract to erect Pyrobar. Mail the coupon today 
for booklet, giving full information. 


UNITED STATES GYPSUM COMPANY 
General Offices: Dept.N, 205 West Monroe Street, Chicago, Illinois , 
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or curd. This substance adheres to and exerts a damag- 
ing influence on all fabrics with which it comes in con- 
tact. 

The damaging effects of hard water, however, are not 
limited to boiler plants, water heaters and laundries, for 
wherever the water forms scale in boilers, incrustation 
will invariably also form in water lines. This incrusta- 
tion forms more rapidly in hot water lines, but appears 
even in cold water lines. . 

As an example of the damaging effects of hard water 
let us consider the situation in a hotel in northern In- 
diana which was using hard water for all purposes. This 
hotel was one of the finest in the region, but six years 
after it was completed, the water service had become so 
unsatisfactory that the piping had to be torn out and re- 
placed. Incrustation deposited by hard water was re- 
sponsible for the failure of the water system. When the 
new piping was put in a water softener was installed and 
now, after several years’ operation, with soft water, the 
hotel water system is giving faultless service. 

The base exchange water softener, which makes pos- 
sible the elimination of all the evils attendant on the 
use of hard water, is a steel container partially filled 
with a natural mineral known as zeolite or greensand. 
The hard water flows in at the top of the container, 
passes through the mineral bed which is the softening 
element, gives up its hardening substances, lime and mag- 
nesia, in exchange for equal amounts of sodium, and flows 
from the bottom of the container as soft water. Since 
the softening is accomplished by the removal of lime 
and magnesia from the hard water, the mineral cannot 
go on forever exchanging these substances for sodium 
without some attention. So there has been perfected a 
method known as regeneration, which restores the mineral 
to its original state after its softening properties are 
exhausted. 

This regeneration entails three operations. First comes 
washing, during which, for a few minutes, water is 
passed in at the bottom and out at the top of the softener 
to cleanse the mineral of its accumulation of foreign 
matter taken from the water by mere filtration proc- 
ess. This operation also expands and loosens the 
mineral bed so that each particle of mineral is scoured 
off and thoroughly cleansed, leaving the mineral bed 
ready for regeneration. This reverse flow is termed back- 
washing. 

Following the washing, which is stopped the moment 
the wash water clears, the softener unit is ready to re- 
ceive the regenerating salt brine. The brine or salt 
solution is ejected from a brine tank (which is a part 
of every softener of the industrial type) into the softener, 
a measured quantity of brine being secured by lowering 
the liquid level in the brine tank a given number of 
inches. 

When the proper amount of brine has been ejected into 
the softener, a third operation begins. This operation 
is termed reflushing, and is for the purpose of washing 
the brine through the softening mineral and removing 
from the softener the chlorides of calcium and magnesium 
formed by action of the brine. During reflushing, the 
liquid level in the brine tank is being restored. This 
refilling of the brine tank is so timed that when the 
liquid level has been restored, the reflushing operation is 
completed and stopped automatically. This automatic 
action is obtained through a float-operated, quick-acting, 
hydraulic valve. When the waste, hardening substances 
have been flushed out into the drain, the hard water inlet 
valve and soft water outlet valve are opened and the 
softener is restored to service. The time required for this 
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operation is about twenty minutes. An operator’s atten- 


tion is necessary for only about half of that time. 





WHO PAYS NEW YORK’S CHARITY BILL? 


The first effort on record to analyze New York’s an- 
nual charity expenditure of more than $70,000,000, to find 
out exactly where the money comes from, and fo» what 
purposes it is used, is reported in the current issue of 
Better Times. Edith Shatto King and Augusta H. Frear, 
of the Charity Organization Society, have collected finan- 
cial data for 1923 from seven public departments and 474 
of the largest private charitable societies and, by analysis 
and comparison, have arrived at a fair estimate of the 
extent of the city’s annual charity bill and the means by 
which it is met. The study takes account only of so- 
cieties with major philanthropic purposes, and does not 
include the charitable expenditures of churches, frater- 
nal groups, or the great endowed foundations. 

The study shows that in a typical year 37 per cent of 
the city’s charity bill is paid with funds raised by taxa- 
tion. In 1923, the year studied, the city expended $19,- 
158,346 itself, through its own institutions for the care 
of the sick and unfortunate and for the promotion of 
public health and welfare, and, in addition, it appropri- 
ated $6,929,239 to private agencies for the care of public 
charges. The private philanthropic societies expended in 
all $50,892,027 including the appropriation from the city 
mentioned above. This appropriation represented 15 per 
cent of the total income of the private societies. 

The care of the sick is obviously the first concern of 
the charitably inclined, the expenditures of hospitals 
amounting to 45 per cent of the private charity budget 
and 43 per cent of the public. Care of the children comes 
second, with the private societies expending 18 per cent of 
their funds and the public departments 24 per cent for 
this purpose. 

That nearly half of the millions spent by the social wel- 
fare organizations are earned by service paid for by th- 
beneficiaries, is revealed by the study. The great bulk 
of hospital and Y. M. C. A., and Y. W. C. A., work, paid 
for in full or in part, is responsible for this fact. The 
private hospitals of the city are shown to be 63 per cent 
self-supporting and the Y. M. C. A., and Y. W. C. A,, 
90 per cent self-supporting. On the other hand many 
private societies, such as those that aid families in their 
homes or that do protective ‘or correctional work for 
young girls, derive almst nothing from payments for 
their services. 

The charitable societies, taken as a whole, derive 26 per 
cent of their income from current donations and 11 per 
cent from the interest on endowments. In donations from 
the contributing public the hospitals, with only 16 per 
cent of their income so derived, drop into last place while 
the family welfare societies, which have practically no 
earnings take the lead with 74 per cent. The health 
agencies gain 67 per cent of their incomes in this way, 
and the homes for the aged 60 per cent. In the matter 
of endowment the figures show plainly that people who 
give permanent resources are influenced by the tangibility 
of the need. Homes for the aged, for the handicapped 
and for children lead in the proportion of their funds de- 
rived from endowment, while protective work and pre- 
ventive health work show practically nothing from that 
source. 

The child caring institutions, and institutions for the 
handicapped derive nearly half their funds from city pay- 
ments. 
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HEADQUARTERS FOR THE ORGANOTHERAPEUTIC AGENTS 
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as an aid to digestion and as a gastric tonic 
generally. 


Elixir of Enzymes is of especial service in 
correcting faulty proteid metabolism which 
is one of the principal causes of autointox- 
ication. 


ELIXIR of ENZYMES 


is an excellent adjuvant and vehicle for ex- 
hibiting iodids, bromids, salicylates and other 
drugs that disturb the digestive functions. 
One dram of Elixir Enzymes will carry 46 
grains of potassium iodid or 45 grains of sodi- 
um salicylate or 17 grains of potassium 
bromid. 


Elixir of Enzymes contains the curdling 
ferment and may be used for making junket 
or curds and whey. Add one teaspoonful of 
the Elixir to half pint of lukewarm milk, 
stir thoroughly and let stand till cool. 
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DISPENSARIES | AND : Our. PATIENT 
DEPARTMENTS 


Conducted by MICHAEL M. DAVIS, JR., Ph.D., Executive Secretary, Committee on Dispensary Development, United 
Hospital Fund of New York, 15 W. 43rd Street, New York 
and by ALEC N. THOMSON, M.D., Medical Secretary, Committee on Dispensary Development, United 
Hospital Fund of New York 15 W. 43rd Street, New York 
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LINKING OUT-PATIENT AND HOSPITAL SERVICE 
AN EXPERIMENT IN AN INSTITUTION WITHOUT A UNIFIED RECORD SYSTEM 


REPORTED BY MICHAEL M. DAVIS, JRr., EXECUTIVE SECRETARY, ASSOCIATED OUT-PATIENT CLINICS, NEW York, N. Y. 


has always been recognized in theory, but of recent 

years its logical implications have been transforming 
hospital practice. Formerly, systems of staff organiza- 
tion were prevalent by which each department was in- 
dependent of every other, and services were changed 
every few months. Hence continuity of treatment of pa- 
tients was difficult or impracticable. Records of each 
department, and sometimes of each service, were filed 
separately. Recently a 


T= center of hospital service is the patient. This 


abandoned as impracticable, and it was decided to work 
out one technical feature after another in clinics which 
were already established and which were managed in 
general accordance with the standards. 

An arrangement was entered into with the children’s 
medical division at Bellevue Hospital by which, for the 
years 1923 and 1924, a certain experiment was to be con- 
ducted as follows: 

This hospital service had already adopted the principle 

of unified staff organization 





wholesome tendency has 
appeared in favor of more 


in ward and out-patient de- 
partments, but the records 
were inde- 


closely organized services, 
and towards record systems 
in which everything about 
each patient is filed as a 
unit. 

The concept of the pa- 
tient as the essential] unit 
has led likewise to a closer 
relation between the rec- 
ords of the ambulatory case 
and of the bed case, and to 
the uniting in one organi- 
zation of physicians who 
serve in the out-patient 
clinic with those in the 
wards. Unified staff or- 
ganization and unit record 
systems have become recog- 
nized as desirable, but many 
institutions, even though 


The Transfer of Records 


HILE unified staff organization and unit 

record systems are generally recognized as 
desirable, the limitations of personnel, space or 
funds make it impossible to achieve these in 
many institutions. In New York, N. Y., the 
Associated Out-Patient Clinics, acting in coop- 
eration with one of the departments in Bellevue 
Hospital, has developed a plan whereby each 
patient transferred from ward to out-patient de- 


partment or from out-patient department to ward. 


is accompanied by an adequate statement of his 
medical history and condition. For two years 
this plan has been in effect to the general satis- 
faction of all concerned. Institutions which be- 
lieve in the principles of unified records, but 
which cannot at once establish them in practice, 
are likely to find very practical suggestions in 
this article. 


separate and 
pendent, and the general 
record system in this great 
hospital rendered any sub- 
stantial change imprac- 
ticable. As this condition 
of the record system is fre- 
quently found elsewhere, it 
was thought that some 
method of improving the 
relationship between in-pa- 
tient and out-patient rec- 
ords, without involving 
complete reorganization, 
might be suggestive to 
many other hospitals and 
out-patient departments. 
The experiment, there- 
fore, was undertaken of es- 
tablishing a systematic 
transfer of information on 








they may subscribe to this 


cases sent from clinic to 








ideal in theory, have not yet 
been able to realize it in practice because of limitations 
of personnel, space or funds. 

The pediatric section of the Associated Out-Patient 
Clinics of New York, published, in 1923, “Standards For 
Out-Patient Service in Pediatrics”’,’ in which the princi- 
ples of continuity of treatment of patient and of close 
relation between in-patient and out-patient services were 
emphasized. It was suggested that a model pediatric 
clinic might be set up to furnish a demonstration of these 
and other principles. This idea, at first attractive, was 

(1). Archives of Pediatrics, February, 1923. Reprints available 


through office of Associated Out-Patient Clinics, 17 West 48rd Street, 
New York City. 


ward, or from ward to 
clinic. An appropriation from the Committee on Dispen- 
sary Development of the United Hospital Fund of New 
York made it possible for the Bellevue Children’s Medical 
Division to employ a clerk, part of whose time was spent 
in carrying out the plan. 

Owing to the crowded conditions of the out-patient de- 
partment at Bellevue, and the fact that there was not a 
unified filing system, it had been difficult to make a satis- 
factory transfer of records between out-patient depart- 
ment and wards. For some time the hospital had been 
using a discharge slip, filled out for each child discharged 
from the wards, which was supposed to be sent to the 
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Experience 


OWADAYS only experienced 

surgeons are permitted to perform 
major operations. No substitute for the 
qualifying experience is accepted by 
hospital trustees. For the same reason 
trustees have rejected “trial and error” 
methods in raising funds. Amateur 
campaign direction, with its waste and 
its high percentage of failures, is properly 
being replaced by trained ability, with 
its efficiency and its demonstrated results. 


Our experience, as specialists in 
the direction of hospital cam- 
paigns, has prevented many costly 
errors and has shown the way to 
larger results. 


WILL, FoLtsom @& SMITH 
Five Hundred and Twelve Fifth Avenue 
New York 
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Peers 
BELLEVUE AND ALLIED HOSPITALS 
DISCHARCE SLIP 
This slip is to be Glled out at time of discharge and uw to be sent to the Dispensary where it will be filed. 
When patient nturns it will be pasted im dispensary history 
Naut Sandro Chianti Act 3p yre. Dare Avmren 2-24 
Apuasss T4l West 65th Street Date Discuanotp 1-10-25 


Duce Coeliac 


Histony oF Avurssson (Abstract) erro vy. 4.1. &@. 5 cho. 1. & w. 5 chn. dead; 
feeding cases. Pt. never breast let tooth 10 aos. Walzed 1) sos. Talked 

late. Measles 1 yr. Wh. cough 1 yr. Diphtheria 1 yr. Pmewmonia l yr. Talks 

in sleep. Apret and digestion good; bowele irreg. Pres. Jl]. Fors. had to be ch. 
wely. Gained wt. for ist 6 aos., then dev. pecul. onl. of abd. fol. meals. Bowele expt. 
2 bre. aft seals, when ewell. went gown. Stools: large, pale, loose, uniig., 5 « day. 
Puystcat Examtwation on Apursston (Positive Pindings only}—Wriowt 19 lds. White, wale, poorly 
Bow'iehed, undersised, thin, off aan expression, treaendous abdomen. Cervical axillary 
and inguinal glanie palpable. lumber Eyphosis. Seart and lungs neg. Abdomen + ++ 
Gietenticn and tympanitic. Liver and spleen not palpable 


On adc. 
Temperature 10] Range Bormal after first day Duration of Fever 1 day 
Blood Pressure 
Bicod Chen: Leucocytes 9-3 Polys 22,200 Lyz=p. 21 Pulse 80-100 Re-p. 20-24 
Dew 3.P.5. 28 Phos. 4, 1% RBC Hb 
Cricea. 2 Prot. 5. 
Chler. 579 Acetone + 
Cal. +7 Cell Yol. 37.6 
Von Pirque* Iotred. e Wassermann Schick eg. 
Urine Acber 1008 scot. : large, soft, light Spinal Pluid 
acid Alb-O = Mic-0 own. Gram Posit. Organiems. Fat - Occ. Present 
Sug Indices + Patty Acids - Undigested atl. 


¢ 
Cowass, Comptications, Erc 
Fluctuating icprovecent and reaiesions. General appearance that of remarkable 
Aoprovement. Bo complications. 


Peoting ieaces Cereal 3 iv w. Pe>tonized Powler - Soft boiled eggs 2. Broth 3 viii 
er freely Digner: Scraped beef 60 ers. Soft boiled eges. Baked Potato w. 
Peptonized Powl. - Water freely. Quprer: Cereal 5 iv w. Peptonized Powd. - 
Broth 3 wilt Soft boiled eggs. Water freely. after 6 wes. put on diet of 
. cman tette milk 28 os. and 4 bananas each day. Mo carbohyirates. 
ra it 


Paysicat Exautwation ow Discnance Wegative Weight 2 lds. 
Tagarwent Recowmssoeo sy De 


Referred to De (Signed) Bernstein = /nterne 











Form A.—Used in transferring patients from ward to out-patient de- 
ag in Children’s Medical Division of Bellevue Hospital, New 
‘or ity. 


dispensary for filing. When the child returned for follow- 
up examination and treatment, this slip was supposed to 
be pasted in the dispensary history. Because of a lack 
of clerical service, however, the slips were frequently mis- 
laid and did not get into the dispensary folders. This 
discharge slip, really a case summary, is shown in Form 
A, with a sample record set down. 

There had formerly been no provision for transfer of a 
history from out-patient department to ward. Form B 
shows the summarized history that was decided upon for 
the purposes of this experiment. It is less detailed 
than Form A. 


Clerk's Duties Detailed 


The duties of the clerk may be of interest. Each 
day she went to the wards and checked the admission 
list to find cases of children who might have been known 
to the out-patient department, although not directly trans- 
ferred, and to see whether cases had arrived. She se- 
cured also the list of discharged cases and took the slips 
to the out-patient department, attaching them to the clinic 
record. She added notes to the histories on laboratory 
tests which had been made in any of the laboratories and 
kept a daily check on these. She usually accompanied 
patients from the out-patient clinic to the hospital, thereby 
making it easier for the patients, particularly those who 
spoke little English, and preventing many timid mothers 
from slipping home with the child as soon as they left 
the out-patient rooms. 

For the special purposes of this experiment the clerk 
kept a record of the total number of cases transferred in 
either direction, together with the number and nature of 


laboratory or x-ray tests made. 

The children’s out-patient department at Bellevue Hos- 
pital receives an average of about eighty-two children per 
day, but the number sometimes runs as high as 175. 
Twenty-five to thirty doctors are on the staff, of whom 
about eighteen are usually on service at one time in the 
out-patient clinic. The general administration of the 
clinic is under the direction of a nurse, and there are five 
social workers and two clerks on the regular staff. In ad- 


dition there are 


secretaries under the direction of Miss Helen R. Sloan, 
herself a volunteer. Five are usually on duty each day. 
The responsibility for conducting the details of the pres- 
ent experiment was in Miss Sloan’s hands, and its suc- 
cess is very largely due to her. 


Few Cases in Summer 


During the twenty-two months for which the ngures 
were kept, (March, 1923 to December, 1924) there was a 
total of 1,260 cases discharged from wards and referred 
to the out-patient clinic, while 656 cases were admitted 
to the ward on reference from the out-patient department, 

There was a marked seasonal variation in the number 


of transfers, the 


may be attributed partly to staff conditions as well as to 
the lower incidence of acute illness in the summer. The 
average figures for the quarters were as follows: spring, 
; fall, 486; winter, 594.’ 

Doctor Charles Hendee Smith, in charge of the clinic, 
states: “The abstracts of the records which have been 
sent from the wards to the out-patient departments have 
been of the greatest value. These records have been made 
out at the time of discharge of the patient and have been 
taken to the out-patient department at once. In the cases 


555; summer 477 


(2) In computing the figures for the seasons, allowance has been 
made for the fact that January and February in 1923 were not in- 
cluded. The rates have been estimated, therefore, by multiplying by 
six, the averages for the four winter months in the two years. 





eighteen volunteers who act as clinical 


minimum being in the summer. This 














Family History: Weg. 


Rest History: Dec. 1920 
Mar . 1921 


May 1921 
June 1922 
Bov. 1923 


Fed. 192% 


Proc. History: Apr. 19% 
Jan. 1925 


Physicel "xag: 


jaboratory: June 1922 
Tuberculin: 

Schick: 

X-Ray: (Noe.) (Dates) 
Subdsejuent Course: 








Treatment Suggested: 





¢ *S MEDICAL DIVISION TRANSFER HISTORY -P.D. Was 
(12-7-20 to 
Any Sabattini Under Odservation 0.P.D.(1-7-25 
Addgeeg: 633 West 62nd Street Bo. Visits (Approx.) 4 
Age: 5 yeare Date of Birth: 6-4-19 Date Referred to Ward 1-7-25 
iesi story: 


Adnitted to Ward for: Broncke Pnevmonis 





Browht for cold. Malmatrition; Rachitis; Bronchitis 
Pover. Fontenelle still patent. Heed circusference 16} 
Chest 17; Unable to walk; says only "Mama" and “Papa® 
(age 21 mos.) Eczoma. Sl. Otitis. 

Chilé walking; generel improvement 

Wascerman: Scgstive 





Head exrll.. Tacp. 105.4; Chest full of rales; 1t. ear 
sore. To Ward. 

Ulcorative Stometitis; Old Rickets; Ac. Brenchitis; Dwerf 
fem. Jo Ward 


Cough and Coryza. Possible measles. 

Pover, 3} days’ duration. Pain in rt. upper quad. of atd 
men. Cough for 1 wk. Expectoration white; occ. little yel- 
low. Had cold and earache 2 weeks aco. Has been in bed 
for 4g hre. Pain when she breathee. Constipated; poor ap- 
petite. Headache last night. 


Wt. 29.4 Teap. 103.1 Resp. 58 P. 1h 

Left ear sl. congested. Dicinished breath sounds over 
lower lobe anteriorally, and dullneec. Uany rales heard 
‘over both lungs anteriorally and poster iorall; Bronchial 
breath heard over both lungs posteriorally. 


Blood Wassermann: negutive 


Dinmoses Broncho Pnewonia 
Ca Adin. 
Later (Give dates) 


By Pr. Previtali 








Form B.—Used in transferring patients from out-patient department 
to ward in Children’s Medical Division of Bellevue Hospital, New 


York City. 
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patients always 


leave the hospital 


—this subject 
of especial interest! 








Albany, N. Y.,. 109-11 Montgomery St. 
Adionta, “ee Peters St. 

altimore, Md., 105 Cheapside St. Los Angeles, Calif.. 825-7 
Boston, Mass., 52 Eastern Ave. ee Te e te 
Buffalo, N. Y., 202 Perry St. 
Chatham, Ont., Canada, 330 Richmond St. house Co. 


Your 


talk about it 
when they 


“And the food—” No story of hospital experi- 
ences is complete without some comment on this 


subject of especial interest. 


The fine equipment of your hospital, the expert 
care accorded by physicians and nurses—these 
subjects, too, receive their share of grateful com- 
ment. 


But the memory of good food is one that 
lingers long. Patients are particularly grateful 
for fine-flavored dishes prepared with special 
care to tempt a flagging appetite. You may be 
sure they'll tell their friends about them. And 
in this, lies your chance to build added pres- 
tige, increased good-will for your hospital. 


Phone or write the Libby branch nearest you. 
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Memphis, Tenn., 693-9 S. Main St. 
Minnesota Transfer, Minn., Care Central Ware- 


Libby’s Foods—with all their fine, distinctive 
flavor—have just this extra relish that appeals to 
finicky appetites. Each one is packed right where 
it is found at its finest—with special care to pre- 
serve the full, natural flavor. 


Libby’s Hawaiian Pineapple, Libby’s Aspara- 
gus, California Fruits and many other foods are 
put up in quantities to suit hospital needs. These 
foods are not expensive, and you can have them 
promptly on order. Just notify our nearest 


branch. 


Libby, MSNeill & Libby 


1907 Welfare Bldg., Chicago 


You will find that Libby service is good, too. 


Jacksonville, Fla., Union Terminal Bldg. Pittsburgh, Pa., 209 Ferry St 
Kansas City, Mo., 1522-24 § i 


St. Louis Ave. Portland, Me., 253 Commercial St. 
Alameda St. Portland, Ore., 41 Front St 

San Francisco, Calif., 132 Pacific St. 
St. Louis, Mo., 206-10 S. 7th St 





When using advertisements see Classified Index, also refer to YEAR BOOK. 


Salt Lake City, Utah, 404 Vermont Bldg. 


Denver, Colo., 1738. Wynkoop St. Montreal, Que., Canada, 645 St. Paul St., W St Tohns. News diand. 158 Duck th St 
Detroit, Mich., 212 New Telegraph Bldg. New Orleans La., 514-6 Tchoupitoulas St Sar ona Ga... $65. Ww. Hull St — 
El Paso, Texas, 403-5 E. Main St. New York, N. Y., 605 W. 27th St. Seattle, Wash., 225-7 Jackson St. 
Ft. Worth, Texas, Ft. W orth Stock Yards Norfolk, Va., 517 Front St Toronto, Ont., Canada, 32 Front St., W. 
Hartford, Conn., 301 Pleasant St. Oklahoma City, Okla., 319 E. Grand Ave. Vancouver, B. C., Canada, 1100 Hamilton St. 
Houston, Texas, 1213 N. Main St. Philadelphia, Pa., 5th & Willow Sts Winnipeg, Man., Canada, 260 Princess St. 
y, These Libby Foods of finest flavor 
are now packed in special sizes 
for institutions 
Hawaiian Pineapple Santa Clara Prunes in Syrup Boullion Cubes 
California Asparagus Blackberries Beef Extract 
California Fruits Loganberries Chili Sauce 
Spinach Red Raspberries Catchup 
Kraut Pork and Beans Salmon 
FOODS Jams Olives Boneless Chicken 
Jellies Pickles Evaporated Milk 
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of old patients they have been attached to the out-patient 
histories. If the child has never been to the out-patient 
department the abstract is saved until he comes, or is 
used as a reminder to the social service department that 
he should have appeared for further observation in the 
out-patient department. When he does come, the ward 
abstract is attached to his new history. 


What Abstract Tells 


“These abstracts have put into the hands of out-patient 
physicians all the information collected during the pa- 
tient’s stay in the wards. It is most discouraging to have 
a mother bring a child to the out-patient department say- 
ing he has been in the ward recently, and to know nothing 
of what occurred while he was there. The abstract at 
once tells the condition, duration of stay, diagnosis, prin- 
cipal facts about the course of the disease, important 
physical findings and results of various clinical and lab- 
oratory tests. The physician is therefore in a position 
to take a much more intelligent history and to take care 
of the child in a better way from every standpoint. It 
saves the unnecessary repetition of tests (e.g. tuberculin) 
and laboratory tests (e.g. sputum, urine). In many cases 
it saves the repetition of x-ray plates. In the absence of 
an abstract the physician either has to go without this 
information or has to look up the ward histories in the 
record room; a process which takes a good deal of time. 

“The abstract which is sent from the out-patient de- 
partment to the ward has a distinct value but is not 
quite as useful as the one from the ware to the out- 
patient department. This is partly due to the less com- 
plete history and to the fact that clinical laboratory tests 
are less frequently made. Most of the histories can usu- 
ally be checked up more carefully in the ward because a 
patient remains for some time as a rule, and it is always 
possible to go back and add to the original history if that 
is incomplete, by further questioning of the parent. 
Nevertheless, it is not an infrequent occurrence to find 
that the out-patient department abstract contains facts of 
vital importance omitted in the ward history. 

“I have talked to a number of the members of our 
staff about these abstracts and we have all felt that they 
are very important and at times indispensable.” 


Tests Made Average Four Per Child 


It may be added that since the conclusion of this ex- 
periment and the termination of the special appropria- 
tion, arrangements have been made, by those directly in- 
terested, to carry on the work. 

The number and types of laboratory tests made may 
be of some interest to other institutions. In all 5,197 lab- 
oratory and x-ray tests were reported to have been made 
in the wards on the 1,260 children who were transferred 
from ward to out-patient department. This was an aver- 
age of more than four per child. In order of frequency, 
the tests ranged as follows: 


ree 1130 BetenGermal <.ccsccccesce 789 
Schick 20000 pasrtsvevecees 7 WOSSCTMANT 2.2... .cccccee 163 
3. eee 902 BEY er. sabccsaneevonnes 116 
8 SE A eT: 822 | SS ae 228 


The number of laboratory and x-ray tests made upon 
children in the out-patient department before transfer to 
the ward was naturally very much less, only seventy-six 
such tests being made on the 656 children thus trans- 
ferred. The very close interrelation between out-patient 
department and ward diminishes the number of out-pa- 
tient tests in many instances, since if the staff consider 
a child requires bed care, either for immediate treatment 
or for diagnosis, they will usually prefer to admit the 
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child to the ward before making any intensive study of 
the case. 

Of the seventy-six tests made in the out-patient de- 
partment before transfer, x-ray was the most frequent, 
twenty-seven being recorded. Urinalysis and intradermal 
tests were next, with fourteen and twelve respectively. 


Summary 


In a hospital where in-patient and out-patient records 
were kept separately and in which conditions did not per- 
mit actual unification of the two groups of records, a sys- 
tem of exchange of summaries was introduced which has 
proved of substantial value. The patients have been 
benefited through the increased facilities for prompt and 
complete study and treatment of their cases, and through 
probable saving in duplication of laboratory and x-ray 
tests. The medical staff has benefited through increased 
professional opportunities with less effort. 

The extra expense in a large children’s out-patient de- 
partment and ward, with nearly 2,000 transfers from out- 
patient department to ward or from ward to out-patient 
department during the course of a year has been the 
salary for about one-third the time of a clerk, or probably 
under $400. Such an expense, averaging about twenty 
cents per case, is counterbalanced in part by some saving 
in laboratory and x-ray tests, and is probably much more 
than counterbalanced by reduction in time required for 
re-taking histories or in other saving of work on the 
part of ward and out-patient personnel. 

Similar plans have been tried at other hospitals as a 
means of bridging the gap between in-patient and out- 
patient departments. The present report does not there- 
fore claim complete novelty but may be suggestive to 
some institutions. Copies of the forms used will be gladly 
furnished on request to anyone interested. 

The plan should by no means be regarded as a substi- 
tute for a unified staff organization and unit record sys- 
tem, which should be considered the ideal. But since prac- 
tically no equipment or space changes are required, the 
plan described in this article may prove a useful expe- 
dient while an institution is waiting for the funds or other 
steps necessary to the installation of a unit record system. 





STATISTICS THE CASH REGISTER WAY 


Attendance statistics are always important but some- 
times hard to get. An easy way to obtain them is to use 
a cash register which will register this data at the same 
time that the patient is being given his receipt. The items 
which can be noted on it are: Patient’s history number, 
whether his case is active, inactive or new, to what clinic 
he is going, whether he is going to more than one clinic 
during the same visit, amount of fee, whether it is ordi- 
nary or special, the date, and the total number of visits 
so far during the day. Of course a cash register’s 
primary purpose is to help in counting, checking and 
protecting the money received from patients. In a large 
out-patient clinic it may soon pay for itself by saving 
clerical labor. 





USING THE TELAUTOGRAPH 


To speed up clinic service, another dispensary has in- 
stalled a telautograph directly by the door. The moment 
the patient enters he is asked his name and address and 
the clinic to which he has been assigned. This is imme- 
diately telautographed to the history room so that the 
history sheet can be sent to the proper clinic about the 
time the patient reaches there. 
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SICK TO HEALTH 


KEEPING WELL PEOPLE WELL 





This double function—keeping well people 
well and restoring the sick to health—is one 
of the reasons why the hospital idea has been 
so universally accepted by the American 


people. 


Restoring the sick to health, while originally 
the only function of the hospital, is more and 
more being supplemented by the service of 
keeping well people well, and all over the 
country hospitals are taking active leader- 
ship in health educational work. 


Quite properly the service of any hospital 
includes educational work with resident pa- 
tients, out-patients, and through its com- 
munity contacts—educational work to the 
end of preventing those abuses of right liv- 
ing which lead to ill balanced metabolism 
which so frequently shows itself through a 
diminished alkalinity of the blood and tissues 
due to an excess of acid products—acidosis. 
This excess acid is frequently observed for 
the first time when the patient enters the 
hospital or dispensary for diagnosis. It is 
the beneficient service of the hospital staff to 
go beneath the surface of things and find out 
the underlying causes. 


Whatever may be the remote cause of hyper- 
acidity, the simple corrective measures here 
discussed should be considered by those re- 


sponsible for the diagnosis, treatment and 
care of patients in hospitals and similar in- 
stitutions. Also a note of warning may well 
be sounded to those who are well so that they 
may conserve health. 


Gastric hyperacidity, acidity of the mouth 
and other of the more obvious manifesta- 
tions of acidosis are promptly counteracted 
by Phillips’ Milk of Magnesia which has a 
pronounced affinity for acids, the harmless 
resultant compounds being readily excreted. 


The increasing use of sodium bicarbonate 
by the public to control “acid stomach” 
should be considered in this connection. Only 
a part of the bicarbonate is effective and 
that portion which produces carbon dioxide 
may be seriously detrimental. 


Phillips’ Milk of Magnesia being free from 
carbonates does not distend the stomach nor 
cause flatulence of the lower intestinal tract. 
Its antacid action is pronounced. A given 
quantity of Phillips’ Milk of Magnesia neu- 
tralizes almost three times as much acid as 
a saturated solution of sodium bicarbonate 
and nearly fifty times as much as lime water. 
Further it has the additional merit of being 
laxative, a quality of importance here since 
constipation is so frequently the underlying 
cause of hyperacidity. 





DOSAGE—The usual dose of Phillips’ Milk of Magnesia, as an antacid, ranges from one 


teaspoonful (4 c. c.) to one tablespoonful (16 c. c.). 


This amount should be mixed with 


an equal portion of cold water or milk and given half an hour after meals 


For its laxative effect, the adult dose is one to two fluid ounces (30 to @ c. c.). 


The 


aperient action may be facilitated by giving the juice of lemon, lime or orange, half an 


hour thereafter. 








PHILLIPS Milk 
of Magnesia 


CAUTION. Beware of imitations of Phillips’ Milk of Magnesia. The genuine 
product bears our registered trade-mark. Kindly prescribe in original 4-ounce 
(25c bottles) and 12-ounce (50c bottles) obtainable from druggists everywhere. 


Prepared only by 


THE CHARLES H. PHILLIPS CHEMICAL CO., New York and London 
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OHIO HOSPITAL ASSOCIATION 


Association was held in Memorial Hall, Columbus, 

Ohio, June 2, 3 and 4, 1925. In the absence of 
President B. W. Stewart, superintendent, Youngstown 
Hospital, Youngstown, who was unable to attend on ac- 
count of illness, Dr. C. H. Pelton, superintendent, Elyria 
Memoria! Hospital, Elyria, and president-elect of the as- 
sociation, presided. 

The principal address at the opening meeting was given 
by Dr. James J. Walsh, New York City, who spoke on 
“The Hospital—A Community Asset.” Dr. Walsh’s ad- 
dress points out that as contrasted with hospitals of 
today the hospitals of the middle of the nineteenth cen- 
tury were liabilities instead of assets to the community. 
His reminiscences of the “ten day nurse,”’ one who worked 
out a sentence to the workhouse as a nurse in the hos- 
pital, of the advent of the first bathtub in Bellevue Hos- 
pital, New York, the epidemics of cholera and the 
methods of treatment used in the earlier days easily 
showed that the hospital then could hardly be classed 
as an asset to the community. However, the changes in 
hospital service, methods and treatment in the last sixty 
years have done much to establish hospitals as community 
assets. 


T* eleventh annual convention of the Ohio Hospital 


Construction and Equipment Discussion 


Mr. Louis Levy, general manager, Jewish Hospital, 
Cincinnati, conducted the round table on hospital construc- 
tion and equipment in the absence of Dr. E. R. Crew, 
superintendent, Miami Valley Hospital, Dayton. Mr. 
Levy suggested that in erecting a new hospital or an 
addition, the superintendent should go over the plans 
thoroughly with the architect in order that nothing be 
omitted. 

“Since the superintendent is held responsible for the 
building it is worth his time and effort to inspect the 
plans and building carefully. When the Jewish Hospital 
was recently erecting its new addition, I covered each 
part of the building each morning and afternoon in com- 
pany with the architect and contractor and so was able 
to insure the structure going up as we had planned it,” 
stated Mr. Levy. 

The suggestion that the Hospital Library and Service 
Bureau, 22 East Ontario street, Chicago, has sufficient 
material to satisfy completely any inquiries regarding 
hospital planning was made by Rev. M. F. Griffin, St. 
Elizabeth’s Hospital, Youngstown. 

“Plans, tests, details, in fact, everytLing relating to 
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HOLDS ELEVENTH 
ANNUAL CONVENTION AT COLUMBUS 


hospitals and their problems may be found in the library,” 
said Rev. Griffin. “The information secured will be more 
complete and satisfactory in every sense than that from 
any other source and will save untold sums of money. Use 
the results of the experiments of the committees of the 
American Hospital Association and after you have decided 
on your plans live in the building while it is on paper. 
It is infinitely easier to change a building with an eraser 
than with a sledgehammer. And while you wish to erect 
an up-to-date institution, don’t jeopardize the future. 
Build for it but don’t mortgage it so that coming genera- 
tions will have to pay for today’s hospital.” 

Other questions, brought up during the round table, 
dealt with the use of rubber for table tops. Dr. A. C. 
Bachmeyer, superintendent, Cincinnati General Hospital, 
and president-elect, American Hospital Association, sug- 
gested that rubber table tops, while not in common use, 
had proved entirely satisfactory when cleaned with neu- 
tral soaps but did not stand up under the reaction of 
acid compounds. 


Cooperation Secures Favorable Legislation 


Dr. Bachmeyer was called on for an informal address. 
He brought greetings from the American Hospital Asso- 
ciation and called attention to its being a source of in- 
formation and of better spirit. After citing examples of 
how railroads and traction systems secured favorable 
legislation through cooperation, he suggested that the 
hospitals, and also public utilities, should band together 
to get more favorable action from legislative bodies. 

The report of Dr. Robert G. Patterson the executive 
secretary, gave figures on the number and increase of 
hospitals in Ohio. The state has 328 hospitals, having a 
total bed capacity of 43,026, and governmental agencies 
operate ninety-two additional institutions within the state 
which increase the total by 29,160 beds. Of the eighty- 
eight counties in Ohio there are only nineteen which do 
not have hospital service. 

At a dinner at the Elk’s Home Grill, the delegates 
were entertained by Mr. Hugh Diamond, Columbus, in 
a humorous after-dinner speech. 


Intern Service in the Hospital 


During the evening session Dr. E. F. McCampbell, 
dean of the college of medicine, Ohio State University, 
read a paper on “Intern Service in the Hospital.” He 
pointed out the following reasons for the intern’s choice 
of a certain hospital: surgical work, obstetrical work, 
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. The Evidence that Backs Clow 
Hospital Plumbing 





Ss. 

7 Since 1878, Clow Plumbing has been __ stantly increasing number of hospitals 
. steadily advancing as the standard for __ that are specifying Clow for all plumb- 
le hospitals. ‘or many years, it has been _ing to meet more modern requirements, 
e accepted practically everywhere as hav- which include such exceptional work as 
r ing reached that goal. hydro-therapeutic equipment and _ fix- 
. Today those in charge of selecting hos- _ tures. 

f pital plumbing have the opportunity of | With such enviable evidence of service 
a inspecting Clow hospital installations and completeness behind it, it is only 
: that have been functioning successfully natural that the name Clow should be- 
‘ for ten, fifteen and more years. come an insignia of leadership in the 
0 Supporting this evidence is the con- __ hospital plumbing field. 


JAMES B. CLOW & SONS, 534-546 S. FRANKLIN ST., CHICAGO 
Sales Offices in Principal Cities 
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For physicians 


and dietitians 
an analysis of 


Cream of Wheat 


Carbohy- 

Materiai Measure Weight Protein Fat drate : 

vams Grams Grams Grams Calories 
Cream of 
Wheat lcup 250 5. a 33. 165 
(cooked) 
Cream (18%) “%cup 514 128 9.5 2.31 100 
Sugar lteaspoon 433 —— —— 4.33 16.75 
Total 305.73 628 105 39.64 


and value of a serving of Cream of Wheat 
with sugar and cream. 


T= above analysis gives the food content 


Cream of Wheat, as this analysis shows, is 
a valuable carbohydrate food. It has the added 
advantage of being in a form so simple that 
the most delicate digestion can handle it with 
ease. 


In prescribing Cream of Wheat for babies or 
invalids, physicians and dietitians know ex- 
actly what they are using. It is always the 
same in content and in quality. 


The form in which this food comes to you 
is a safeguard which you do not have in foods 
sold in bulk or in less perfect packages. Before 
cream of Wheat is put into the box it is put 
through a final cleansing process and _ heat- 
treated. Then it is boxed in a container which 
is triple-wrapped and triple-sealed, making it 
proof against dirt and weevils. 


To know exactly what you are getting and 
to depend on the way you get it—this is a 
standard for which physicians have expressed 
their appreciation for 28 years by recommend- 
ing Cream of Wheat. 


We have prepared some educa- 
tional wall charts on the subject 
of diet which we will send free 
to teachers and dietitians. We 
also have, for mothers, a helpful 
booklet on child feeding, to be 
sent free on request. 





© 1925, C. of W. Co. 


Cream ¢Vheat 


Cream of Wheat Company, Minneapolis, Minnesota 


In Canada, made by Cream of Wheat Company, Winnipeg 
FOR 28 YEARS ASTANDARD FOOD ON DIET LISTS 


281.75 
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work under a certain doctor and remuneration for intern 
service. He decried the latter reason, primarily because 
interns are not worth the salaries they sometimes receive. 
He was in favor, however, of paying them enough to take 
care of a little more than their incidental expenses. 

Dr. Campbell also favored a rotating service of clinical 
work, supervision of practice, staff organizations and 
meetings, pay in a limited degree, and a competent teach- 
ing staff to make the hospital ideal from the intern’s 
standpoint. 

The aims and results of the work of the American 
Hospital Association were elucidated in an address by Dr. 
William H. Walsh, executive secretary of the association. 
He addressed the meeting on the work of the committees 
of the association in the standardization of flooring, beds, 
china, linen, blankets and biological stains. He also in- 
timated that the association contemplated the establish- 
ment of a personnel and employment bureau. He stated, 
furthermore, that the association would cooperate in the 
nation-wide study of schools of nursing about to be made. 


A Complimentary Service to the Profession 


A round table discussion on hospital administration, 
conducted by Mr. A. E. Hardgrove, superintendent, Akron 
City Hospital, Akron, opened the Wednesday morning 
session. Chief among the subjects discussed was com- 
plimentary medical service to the profession, brought up 
by Miss Mary A. Jamieson, superintendent, Grant Hos- 
pital, Columbus. Members of the staff at that hospital 
are given treatment free but this does not apply to 
wives and families. Outside physicians are allowed ten 
per cent as are the wives and children of attendings. 
Employees of the institution are allowed two weeks with 
pay. Nurses graduated from the hospital school, if not 
married, are allowed thirty-three and one-third per cent 
of their bill. Ten per cent is donated for graduate nurses 
of other schools. 

At the Jewish Hospital, Cincinnati, outside doctors are 
allowed twenty-five per cent and nurses in the hospital 
pay $12 a week during the time of illness Mr. A. C. 
Brimmer, superintendent, Mansfield General Hospital, 
Mansfield, inquired how often and how stringent physica! 
examinations of employees should be. It was brought 
out that most of the hospitals gave their employees but 
one examination, i. e., at the time of their coming to the 
hospital. Other hospitals were compelled by municipal 
regulations to have their food handlers examined every 
six months. 

Miss Elizabeth R. Kerr, R.N., superintendent, Dr. Cole- 
man’s Hospital, Troy, advanced the question of who 
should be considered eligible to license maternity hos- 
pitals. This was referred to the resolutions committee. 


Education of Cripples Must Be Entertaining 


A paper on “The Treatment of Crippled Children in a 
General Hospital,” prepared by Miss Mary Wilson, Rain- 
bow Hospital, Cleveland, was in the absence of the author, 
read by Mr. Starr Cadwallader, executive secretary of 
the Cleveland Health Council. Miss Wilson pointed out 
that because of the children’s condition, games and amuse- 
ments played quite as important a role in their education 
as did the more serious forms of study. 

The concluding paper of the morning’s session was 
one on “Heliotherapy” by Dr. R. P. Schwartz, Cincinnati. 
The results and methods of heliotherapy cures were ex- 
plained in detail by Dr. Schwartz and later slides were 
used to illustrate his points. 

The Wednesday afternoon meeting was held jointly 
with the Ohio Dietetic Association which was holding its 
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Muskoka Hospital 
Muskoka Lake, Ont. 


Cleveland Tubercalar clean cut leadership as quality products. 


Sanitorium 
Warrensville, Ohio 


And as time has improved Jewett methods—use 
has proved Jewett products—for no Jewett Refrig- 
erator has ever worn out or had to be replaced. 


= = FB ww Ge 


The household type 





| Jewett is the ONLY 

’ r r t . . 
SOLID Porcelain lin- There is a Jewett Refrigerator for every need from house- 
ings — the most sanitary . . ? 
construction known. hold to built-in-types. May we send our catalog! 


Solid Porcelain linings 
are as superior toenam- : 
elled metal linings as 2 
solid silver is to plated 


igs | THE JEWETT REFRIGERATOR COMPANY 
134 Chandler Street Established 1849 Buffalo, N. Y. 
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WHITE 
STEEL 
FURN- 
TURE 


White 
Enameled 
Steel Chairs 
Universal 
Quality 
$6.50 each 
Discount in 

Quantities 




















Beauty combined with 
durability 


Especially in the selection of furniture does 
the modern hospital demand beauty as well 
as durability. niversal White Steel Furni- 
ture has been designed with both considera- 
tions in view. Hand finished with the best 
quality of enamel baked by our improved 
method, it withstands the wear of long usage 
and retains a lasting and fresh lustre. 


This high standard has won for us an en- 
viable reputation. Universal White Steel 
Furniture is made by our Oxy-Acetylene and 
Spot-Electric welding method of construction. 
This new process not only gives a smooth and 
practical finish to every piece, but also as- 
sures greater strength than afforded by the 
old riveting method. 


We ask you to investigate. Our price is 
reasonable and our quality of the highest. 


Write for our Complete Catalog of Guar- 
anteed Hospital Supplies and Equipment. 





Next Month 
Hot Water Bottles 











Universal 
Hospital Supply Co. 


500-510 N. Dearborn St., Chicago, IIl. 
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fourth annual meeting in the Elk’s Home. A _ round 
table on dietetics, conducted by Mr. Brimmer, opened the 
session. A paper by Mr. Cadwallader dealt with the 
specifications of foodstuffs and pointed out the need of 
dry and refrigerating storage. He also suggested the 
necessity of inaugurating a system of measuring the 
waste in the dietary department. 

That service is needed was the consensus of the meeting. 
Service means more than just seven letters. One of the 
most important phases of service is cooperation. Little 
details, such as chipped plates and cold food, can easily 
spoil a meal for one who may not care for the food even 
when it is correctly prepared and served. Among the cases 
under the dietitian’s care, special arrangements may be 
necessary in many instances. 


Visit Institutions on Automobile Trip 


Following the afternoon meeting the delegates were 
taken on an automobile tour of Columbus, visiting the 
Children’s Hospital, Grant Hospital and Ohio State Uni- 
versity Hospital. Dr. Martin H. Fischer, Cincinnati, was 
the principal speaker at the annual dinner of the associa- 
tion held in the evening at the Elk’s Home. 

On Thursday morning, the concluding session of the 
three day meeting, Miss Della H. Shaw, superintendent, 
Memorial Hospital, Piqua, who was to have conducted the 
round table on small hospital problems, was not present 
and Dr. Pelton presided. 

A suggestion was made by Dr. Bachmeyer that informal 
meetings be held in several parts of the state previous 
to the annual meeting when problems which should be 
brought before the annual meeting would be discussed. 
Dr. Pelton, in his remarks closing the meeting, questioned 
whether the annual convention should be held during 
April in order to avoid commencement exercises and vaca- 
tions and also whether it should be confined to an intensive 
two-day program. 

Probably the outstanding features of the entire meeting 
were two of the resolutions passed on the iast morning 
of the convention. It was resolved to appoint a committee 
to study per capita costs of care given to infants and to 
endeavor to decide just how infant days should be re- 
ported in arriving at contract prices for hospital care 
given to industrial commission beneficiaries. 

The other resolution came as a result of Dr. M. F. 
Fischer’s objection to hospital records. He stated that 
patients would not be as free in confiding in their physi- 
cians if they knew that the intimate things of their lives 
would be definitely recorded and that these records might 
be used against their interests at some future date. 
He also felt that by the way records are handled in many 
hospitals, the confidential relations that should exist be- 
tween patient and physician are violated. 

This second resolution was that the board of trustees 
should appoint a committee to study laws of various states 
and return a report indicating how the sacredness of hos- 
pital records might be maintained so that the patients’ 
interests would always be served. 

An exhibition of hospital equipment and supplies was 
held in connection with the convention. 

The officers-elect for the new year are: Mr. A. E. Hard- 
grove, superintendent, Akron City Hospital, Akron, presi- 


_ dent-elect; Miss Ella E. Patterson, superintendent, Lima 


City Hospital, Lima, first vice-president; Sister Gonzaga, 
Sister Superior, Mercy Hospital, Hamilton, second vice- 
president; Dr. E. R. Crew, superintendent, Miami Valley 
Hospital, Dayton, treasurer; and Mr. B. W. Stewart, su- 
perintendent, Youngstown Hospital, Youngstown, trustee. 
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Quieting the Children’s Ward 


OU can’t expect children not to make noise, but 
you can prevent them from disturbing other occu- 
pants of your hospital. 


Diminish and localize the noises of the children’s 
wards with Johns-Manville Acoustical Treatment. 
Hospitals everywhere recommend it. Complete data 
on request. Write: 





JOHNS-MANVILLE Inc., 292 Madison Avenue at 41st Street, New York City 
Branches in 63 Large Cities. For CANADA: CANADIAN JOHNS-MANVILLE CoO., Ltd., Toronto 


Johns - Manville 
Acoustical Correc- OHNS _— AN VI LLE 
tion quiets this chil- 

dren’s ward in e ° an Limo 
M1. Sinai Hospital, Acoustic al Cor r ection cours 


Cleveland, Ohio. 
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What U.S. P. is to drugs 
ALL-BRAN 


is to bran foods 





ANY physicians endorse 

Kellogg's ALL-BRAN 
heartily. It is used constantly 
in hospitals because it is 
ALL-BRAN. 


One reason is that they can 
be sure of the contents of 
Kellogg’s ALL-BRAN. When 
they recommend it, they 
know that the anticipated re- 
sults will be accomplished. 
Whether the cases are mild 
or chronic, doctors and nurses 
can always rely on ALL-BRAN 
for natural relief. 


A second reason for the 
dependability is that patients 
don't “‘forget”’ to take Kel- 
logg’s ALL-BRAN. Cooked and 
krumbled by a special Kel- 
logg process, it has a most 
appetizing flavor. It is crisp, 
nut-like, delicious. It is a 
really enjoyable | 
breakfast dish! 

Kellogg’s ALL- 
BRAN is sold by all 
grocers. 
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NATIONAL LEAGUE OF NURSING EDUCA- 
TION HOLDS CONVENTION IN MINNEAPOLIS 


EADERS in nursing education from all sections of 
L. the United States and a few representatives from 
foreign countries attended the thirty-first annual 
CuNveudiGu v1 ene National League OL NUrsluge aucation, 
held at the Nicollet Hotel, Minneapolis, May 25-30, 1925. 
One of the outstanding impressions carried away from 
Minneapolis was the splendid arrangements which had 
been made by the local committee for the carrying out 
of the program and for the entertainment and comfort 
of every nurse attending the convention. 

The formal opening session was held on Monday even- 
ing, May 25, in the grand ball room of the Nicollet Ho- 
tel. Dr. Richard Olding Beard, of the University of 
Minnesota, who for many years has been a staunch sup- 
porter of higher standards in nursing education, extended 
a cordial welcome to the members of the National League 
of Nursing Education, and reminded them that in Minne- 
apolis, in 1909, the great nursing association of that day 
“hailed the birth of the university education of the 
nurse.” 


Discuss Grading of Schools of Nursing 


In discussing the program for grading schools of nurs- 
ing Dr. Beard referred to the splendid contribution that 
had been made to the community through the classifica- 
tion of medical schools and compared it with this move- 
ment in its possibilities. The critical point in that medical 
survey, that “there is a limit below which no school 
should be called a school of medicine” quoted by Dr. Col- 
well, applies with equal force to a school of nursing, 
according to Dr. Beard. He emphasized the fact that the 
university school is not the sole criterion of high grade, 
that institutional schools are capable of giving as good 
an education as any other providing their teaching is of 
expert type, but that “the university relationship was a 
powerful means to a common end.” “The poor schools 
are a millstone around the neck of the nursing profes- 
sion,” he said. “Their existence is, in many instances, 
an economic calamity. They educate the public to a dis- 
belief alike in medical and nursing practice.” 

Miss Laura R. Logan, dean, Illinois Training School 
for Nurses, Chicago, and president, National League of 
Nursing Education, in responding to Dr. Beard’s address 
of welcome, expressed pleasure in being in an at- 
mosphere where nursing education is carried on as one of 
the functions of a great state university. Miss Logan 
vividly reviewed the important phases in the development 
of the nursing profession since the meeting in Minneap- 
olis in 1909, and paid gracious tribute to the pioneer 
leaders who had contributed to the advancement of nurs- 
ing. She declared that the criteria set up for judging 
schools of nursing must constructively raise the standards 
of nursing education in our better schools and university 
centres and attract and prepare sufficient numbers of 
instructors and administrators to provide leadership for 
the schools to be graded. 


Two Basic Requirements for Students 


“The two fundamental requirements in education today 
as indicated by the president of the Carnegie Foundation 
for Teaching,—‘the ability to think clearly, and the ability 
to do some useful service with skill and precision,’—this 
much,” Miss Logan said, “we certainly ought to give to 
women we intrust with our nursing. Moreover, the edu- 
cation of the nurse must have incorporated into it all that 
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SHADOWLESS 
HEATLESS 
GLARELESS 


Operating Lights 


have now been adopted by the 
leading hospitals of twenty- 
seven Nations (practically the 
entire civilized World). 


Full information gladly furnished 
on request. 


B. B. T. CORPORATION OF AMERICA 


ATLANTIC BUILDING 


PHILADELPHIA 
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The tray support is mounted on noise- by 
less roller bearings and moves with the 
slightest touch. Even when extended 
full length and carrying excessive weight 
it will not sag or bind. The tray or 
stretcher may be placed on or removed 
from the support as easily as placing it 
upon a table, and, being made entirely 
of galvanized iron, may be cleaned 
readily and thoroughly. 


The De Canio mortuary support and 
tray may be had separately, or installed 
in Lorillard mortuary refrigerators—the 
highest type of refrigerator efficiency so 
far produced. 


Lorillard Refrigerator Co. 


122 E. 41st Street 


A section of the installation made 


pany in the Jersey City Hospital, 
Jers 


a : - 
Lorillard epee 


Mortuary Refrigerators 
with the De Canio Mortuary Support 


The Telescopic Support and Portable 
Stretcher was devised and patented 
nearly a quarter of a century ago by 
the Lorillard Refrigerator Co., and with 
only a few changes in design has been 
adopted as the standard equipment for 
hospitals, morgues, medical schools, and 
other institutions requiring mortuary re- 
frigeration. 











the Lorillard Refrigerator Com- 


sey City, N. J. 


Here are a few recent installations of Lorillard 
Mortuary Refrigerators— 


Bellevue Hospital, N. Y. City. Mt. Sinai Hospital, N. Y. City. 
Geisinger Memorial Hospital, Dan- Philadelphia General Hospital, Phila- 
ville, Pa. delphia, Pa. 


Jersey City Hospital, Jersey City, Cleveland Hospital, Cleveland, O. 
mh Fifth Avenue Hospital, N. Y. City 
Methodist Episcopal Hospital, Brook- Royal Victoria Hospital, Montreal, 

“A, me Be Ouebec. 


NEW YORK CITY 


” 
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The IDEAL FINISH for public spaces, operating- 
rooms, toilets and baths in a HOSPITAL, is 


POLISHED WHITE MARBLE 


ON THE WALLS AND 


WHITE MARBLE TILES 


ON THE FLOORS 


ALABAMA CREAM A (A.C.A.) 


is a warm creamy-white marble, with a moderate 
amount of clouding. It is a fine-grained. impervi- 
ous, non-staining and durable. It takes and holds 
a perfect polish, is easy to keep clean, reflects and 
diffuses the light WITHOUT GLARE, and imparts 
a bright and cheerful tone to its surroundings. 


It is produced by 


THE ALABAMA MARBLE 
COMPANY 


Main Office and Plant: Gantt’s Quarry, Alabama 


Sales Department: 
1701 Avenue A, Birmingham, Alabama 


T’roducers of all grades of Alabama Marble. Manufacturers and Con- 

tracters for interior marble work in ANY KIND OF MARBLE. In- 

— for prices and estimates should be addressed to the Sales 
epartment, Birmingham, Alabama. 


The Alabama Marble Company has supptied millions of dol- 
lars worth of Alabama marble in hundreds of buildings 
without causing a single day’s delay on any one of them. 




















Dear Mrs 


You have doubtless wondered how the mixing of buly 
in a hospital nursery < prevented . 








vw Anh . 
moving your baby’s Wentification mark after you arrw 
home. The hospital furnishes the necklace < 
dollar is the amount charged 
: Should there be more than one babe by the same 
mame the necklace ts strung with the numeral 2 to dis 
tinguish its wearer from the first bube 

With best wishes for you and your babe, 


Very truly yours, 





Raverswoop Hoserrat Association 











HOW ONE HOSPITAL 
CREATES GOOD WILL 


The Ravenswood Hospital Association, Chicago, 
Ill, is a user of Nursery Name Necklaces for 
identifying babies in the hospital nursery. 


They have connected their use of these necklaces 
with the above reproduced postcard—an idea that 
embodies the highest conception of a_ hospital’s 
service to its patients. 


They send to the prospective mother, as soon as 
reservation has been made in their maternity de- 
partment, this postcard, explaining how a Nursery 
Name Necklace will identify her baby safely and 
infallibly. The sending of this card tends to allay 
any thought of the possibility of a mistaken iden- 
tification and develops a feeling of confidence and 
good-will in the heart of the apprehensive mother. 


Sample Necklace and literature on request 


J. A. DEKNATEL & SON, Inc., 8 Heyward St., Brooklyn, N. Y. 
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will fit her to live as a good citizen and do her part 
in promoting a high quality of human life.” 

The program included a special concert by the Minne- 
apolis Symphony Orchestra given in honor of the Na- 
tional League of Nursing Education. This concert was 
appreciated by more than one thousand persons. 

The general sessions were given over to the discussion 
of important subjects. “Inspection of Schools of Nursing” 
was the general topic on Wednesday morning. Miss Mary 
E. Gladwin, R.N., educational director, State Board of 
Nurse Examiners of Minnesota in discussing the New 
York Law, asked the question, “what is the effect of a law 
which forbids us to call ourselves graduate, trained or 
registered nurses in New York State?” She said, “In 
making inspection the emphasis should be placed on good, 
sound, scientific teaching—are the graduates of the school 
qualified to give adequate, effective service—rather than 
on buildings and equipment.” Mrs. Alma Scott, R.N., 
educational director, State Board of Nurse Examiners 
of Indiana, presented an able paper on “Routine Inspec- 
tion of Schools of Nursing.” 


Educational Endeavor Most Valuable 


Dean Elias P. Lyon, Medical School, University of 
Minnesota, directed attention to the importance of evalu- 
ating the people and the spirit of educational endeavor 
rather than the buildings and equipment. He listed three 
factors in education in the order of their importance. 
First, the student; second, the teacher; third, physical 
equipment. In summarizing his discussion, he said, “‘Go 
ahead with your plans for inspection, out of it comes in- 
spiration which can be made the basis of growth. Avoid 
machinery that will do away with progress. Make your 
inspection apply to the inner life, to the spirit of the 
educational endeavor, to the things which have to do with 
the student and the faculty—the spirit, not the letter.” 

In a paper on “Teaching Psychology in Schools of 
Nursing,” Miss Maude B. Muse, R.N., instructor in Nurs- 
ing Education, Teachers’ College, Columbia University, 
New York, indicated the value of psychology to the 
student nurse. She gave the following reasons why the 
nurse needs psychology: 1. Because she is a student—to 
establish good habits of study; 2. In making necessary 
adjustment to promote understanding of people; 3. For 
economy of time and energy and the acquisition of motor 
skill; 4. As a teacher of health and prevention of disease 
and to further the recovery of sick patients; and 5. As 
a basis for the study of psychiatry. 


Value of Sociology to Student Nurse 


Professor William L. Bailey, Northwestern University, 
Chicago, urged the inclusion of a highly specialized course 
of sociology in the curricula of nursing schools in his pa- 
per on “Teaching Sociology in Schools of Nursing.” He 
said, “The nurse needs sociology because she is on the 
firing line of life. The old family doctor was a sociologist, 
and his passing has created a need for particular knowl- 
edge of sociology on the part of the nurse. The person 
who is going to detach the patient effectively and put him 
back again must know something of life.” 

“The Need for Play’ was presented by Dr. Allan 
Hoben, president, Teachers’ College, Kalamazoo, Mich. 

At an open session, conducted by the education com- 
mittee, a paper entitled “To What Extent Can Public 
Health Nursing Be Incorporated in the Undergraduate 
Curriculum” was given by Miss Amelia Grant, assistant 
professor, Yale School of Nursing, New Haven, Conn., 
and a preliminary report on “The Place of the Nurse and 
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The New Burdick Quartz Lamps 


In the lobby of the Cadillac Motor Company in Detroit hangs this 
inscription: 
“Where workmanship is craft 
And accuracy is law.”’ 


We are almost envious of that motto, for it expresses so beautifully 
the Burdick ideal. We may, however, sum it all up in just one word, 
precision. 

That is the thing—precision—that the Burdick Company is building 
into its lamps. That is why they are equipped with meters and va- 
rious other devices for measuring and controlling Ultra-Violet dos- 
age accurately. 


That is why they cost more than some other lamps on the market— 
because this precision goes clear through from rollers to burner. 


Burdick engineers have recently developed an entirely new system of 
Quartz Lamps. We have prepared a 














new bulletin on this Quartz Lamp 
Series—a bulletin which sets forth in 
detail the points of Burdick superiority. 


In it you will find the story of the Bur- 
dick Water-Cooled Casing—a romance 
in ingenious construction; the story of 
the new rectifier and stand; the story of 
the new Self-Contained Unit which, 
carrying its own water supply, may be 
used hour after hour, endlessly, with- 
out over-heating; the story of that 
special Burdick feature which prevents 
lens discoloration; in fact, the whole 
story of that magnificent accomplish- 
ment in Quartz Lamp manufacture, 
which has made possible a most brilli- 
ant and precise technique. 

We shall be glad to send you this bulle- 
tin No. 35 on receipt of your request. 
Please use the coupon provided below. 
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Burdick Cabinet Co., 
Milton, Wis. 

Please send me Bulletin 35 on the New Bur- 
dick Quartz Lamps. 


TOCCOA 
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NEW BURDICK SELF-CONTAINED 
MOBILE COMBINATION UNIT (AIR 


AND WATER-COOLED QUARTZ Burdick Cabinet Co. 


sit Ss -LAl ° +4 : 4 
ETRA-VIOLET RADIATION. 250 Madison Ave. Milton, Wis. 
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STOP WASTING SOAP 
IN YOUR 
DISH WASHING MACHINE 





The Soap Feeder eliminates waste by feeding 
powder automatically in measured amounts to your 
dish washing machine. 


ELIMINATES GUESS WORK 
INSURES UNIFORM WASHING 


Fits into your dishwashing machine without spe- 
cial attachments. 

Send name, year, and model of your washing ma- 
chine with description of powder used, and we will 
ship a soap feeder for 10 days free trial. 


$16-00 EACH 


SOAP FEEDER CORPORATION 
170 Fifth Ave., New York 














HERE are appetites more fickle than in a 


hospital? Isn’t it true that many a good 
meal has been spoiled solely for lack of an 
appetizing setting? 

With AMERICAN Paper Products of Distinction 
dietitians can afford to add the little home like re- 
finements to the service. These paper articles are 
quite inexpensive, very convenient and withal so 
remarkable in their imitation of fine lace and linen 
that they are eagerly welcomed by the patient. 

For example, AMERICAN Tray Covers are beau- 
tiful reproductions of embroidery and linen. They 
are fashioned to fit exactly the standard aluminum 
trays. They are water resistant and marvelously 
fresh and sanitary in appearance and fact. 

If your dealer cannot supply you with AMERI- 


CAN Paper Products, then order direct. A cata- 
logue will be sent on request. 


TRAY COVERS '— NAPKINS — DOILIES 
“Once Tried—Always Used’’ 


AMERICAN LACE PAPER CO. 


MILWAUKEE:-WIs: 
Branch Offices in Principal Cities 
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Nursing Service in the Dispensary” was presented by Miss 
Emilie G. Robson, R.N. 

At the instructors’ section, presided over by Miss Caro- 
line Rankiellour, R.N., president, Minnesota State Regis- 
tered Nurses’ Association, Minneapolis, Minn., a valuable 
contribution was made by Miss Georgina Lommen, di- 
rector, training school, State Teachers’ College, Moorhead, 
Minn., in her paper on “Some New Tendencies in Educa- 
tional Methods.” She showed by graphic charts the prog- 
ress in educational methods and the changing emphasis in 
education. She outlined the change in aims as fol- 
lows: 1620—Preparation for death; soul’s salvation, nar- 
row material and severe method. 1860—Preparation for 
life; mathematics, science, literature and civics. 1920— 
Revelation of life; training for citizenship, health, effi- 
ciency and happiness. 


Contrast of Educational Concepts 


Miss Lommen contrasted the old concept of methods 
of education—with the emphasis on the curriculum and 
training through fear, docility, reward and devices—with 
the new concept which places the emphasis on the search 
for knowledge, through purposing, planning, executing, 
experiencing, judging and growing. In discussing quali- 
ties for teachers, Miss Lommen averred that “honesty of 
purpose, singleness of purpose, open minds, cheerfully 
assuming the responsibility for one’s own acts—even to 
thinking” were necessary. 

The value of case studies in building up a program of 
nursing care for the individual patient was shown in a 
paper, “Case Studies,” by Miss Bertha Harmer, R.N., 
assistant professor, Yale School of Nursing, New Haven, 
Conn. Miss Harmer declared, “In the treatment of dif- 
ferent diseases the nursing care is not prescribed for each 
patient. We place emphasis on the needs of the indi- 
vidual patient and try to build up a program of nursing 
care as required, based on the case studies.” 


Excellent Program of Round Tables 


An unusually splendid program of round tables was 
given, including “The Nursing Care of the Isolated Pa- 
tient,” “Teaching Diet Therapy” and “Summer Courses 
and Institutes.” For some of these considerable investi- 
gation had been carried on, and committees were ap- 
pointed to make further study. 

In the round table on “Diet Therapy,” Dr. Russell M. 
Wilder, St. Mary’s Hospital, Rochester, Minn., emphe- 
sized the growing importance of diet therapy and a well 
organized department. He stated that ninety per cent 
of all trays served on the medical side at St. Mary’s 
Hospital are special diets. “The hospital must provide 
internship for dietitians, the student nurses should have 
from ten to twelve weeks’ service in the department, so 
that they can render intelligent service. Classes for 
patients conducted in the hospital are an essential part 
of diet therapy,” Dr. Wilder stated. He indicated that 
the hospital must be a teaching center for dietitians, 
student nurses and patients. 

Miss Florence H. Smith, department of general nutri- 
tion, St. Mary’s Hospital, Rochester, Minn., in “A Sum- 
mary of Diet in Disease by Means of Case Study,” 
described the case study plan for the student nurse at 
St. Mary’s Hospital, and presented charts prepared by 
the students. She said that this method stimulated in- 
terest and promoted an intelligent understanding of the 
patient’s condition and the object and effect of the 
treatment. 

Miss Charlotte Johnson, superintendent of nurses, 
Durand Hospital, Chicago, who conducted the round ta- 
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How “Lysol” differs from 
ordinary cresol soap solutions 


be THE manufacture of the genuine “Lysol” 





Disinfectant both the amount of alkali and 
the time of reaction are so regulated that the 
finished product is always neutral. Even a 
one per cent solution in water is neutral. 
When used on infected or diseased surfaces, 
it is never attended by smarting or burning. 


Ordinary cresol soap solutions often contain 
impurities which cause an unpleasant odor, 
lack of solubility and high toxicity. No such 
impurities are ever found in the genuine 
“Lysol” Disinfectant. We utilize only cresol 
which is superior to the highest grade com- 
mercial article—and by re-distillation, we in- 
sure a chemically pure ingredient. 





Because of its high concentration and strength, 
a minimum quantity of “Lysol” Disinfectant 
is required for making effective antiseptic and 
germicidal solutions. Hence it is economical. 








Buy direct in bulk sizes 


FOR hospital use, we supply “Lysol” Disin- 
fectant in single gallons, five gallons, ten gal- — — 
lons, and fifty gallon steel drums. These | The Hopkins Chart | 
sizes are sold only to hospitals and similar in- for Nurses 

stitutions. 





Temperature and bedside 
notes for medical and sur- 
gical cases. 


Special hospital prices: 
This practical, up-to-date chart 


Send 10 Galleus...2.0.c.cccccecccslclll Soe pee Bab for murses was designed by Mrs 
ey ee Ee Since vedaconeeebeasas 2.85 per gal. Mm. H. D. Hopkin, RN. 


graduate of Roosevelt Hospital, 
New York. It is now distrib- 
uted only by Lehn & Fink, Inc. 
Write for special quantity prices 
and imprinting offer. 


Freight prepaid on all orders for 5 gallons and over. 


Manufactured only by 
LYSOL, INC., Dept. R.2, 635 Greenwich Street, New York City 


LEHN & FINK, Inc., Sole Distributors, New York 











Lehn & Fink, Ine. 
carry at all times an 
ample stock of phar- 
maceutical prepara- 
tions used in hospitals. 
We manufacture over 
5,000 such products, all 
of which meet the 
strictest quality re- 
quirements. 


Write for our Spectal Hos- 
pital Price IAst of Phar- 
Spoctaltice, Rubber Goods, 
: pecialties, Rubber Goods, 
Office and Warehouse, New York City. ete. 





Laboratories, Bloomfield, N. J. 
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Sunlight without glare 


Fresh air without a draught; a thoroughly dark- 
ened room when sleep must be invited—all these 
may be had everlastingly with window shades 
mounted on famous Hartshorn Rollers. Adjust- 
ments perfected so that they work like watches. 
No. 86 and No. 87 double brackets are especially 
adapted for hospital use. Write for color samples: 
sage, linen, putty, dust and dill in Hartshorn’s 
Tinted Cambric, a lasting fabric. 






- “= SHADE 
SZ-P RODUCTS 
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STEWART HARTSHORN CO., 250 Fifth Avenue, New York City 















































Hospital 
Blanket 


Outstanding Per 
Value ~ Fare $5 Pair 


A soft, gray blanket with white border stripes; 
made of mixed wool and cotton. It has a 
special hospital finish and will withstand the 
most strenuous service, with minimum of 
shrinking and at the same time keep its orig- 
inal softness and texture. Size 60” x 84” 
double, weight 4% lbs.; price only $5.00 per 
pair. Cut single if desired, without extra 
charge. Hospital name printed in indelible 
wool dye at 10c per marking on orders of 25 
or more. Faribo Blankets are used in Minne- 
apolis City Hospitals and in Minnesota State 
anatoriums and Hospitals. 


30-Day Free Trial 


Send for 1, 2 or 8 blankets. Use them for 
30 days. If they fail to satisfy you, return 
them. This free trial will not obligate you in 
any way. 









Faribault 
Woolen Mill 
Co. 


127-4th St. W. 
Faribault, 
Minn. 
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ble on “The Nursing Care of the Isolated Patient,” stated 
in her paper on “What Place Should Communicable Dis- 
ease Nursing Have in the Curriculum,” that “the student 
needed the best type of preparation in communicable dis- 
ease nursing for the following reasons: the personal 
safety of the nurse; the need of the patient for skillful 
care which is acquired only by actual experience; and 
the unfairness to the public of sending young women out 
without any preparation in this important branch of 
nursing. The value of this last reason was emphasized 
in the experience in the prevention of the spread of com- 
municable diseases. 

In the discussion which followed this paper, Miss Sarah 
A. Barry, superintendent of nurses, Providence City Hos- 
pital, Providence, R. I., said, “Nursing in communicable 
diseases should be an essential part of the curriculum 
for the protection of the nurse, the family and the com- 
munity.” She emphasized the opportunity it affords for 
training in the care of sick patients, and the fact that 
public health organizations are demanding nurses who 
have had training in communicable disease nursing. 

The following five factors were stressed by Miss Kath- 
erine Densford, Illinois Training School for Nurses, 
Chicago, in her address on “The Care of the Tuberculous 
Patient”; education of the public, the patient and the 
nurse; the economic factor of providing an adequate 
income; nursing care where the nurse must have knowl- 
edge and interest and be able to keep the patient com- 
fortable, contented and happy; the need of constant and 
expert medical supervision; and the necessity of the pa- 
tient having confidence in the doctor and the nurse caring 
for him. 


Summer Courses and Institutes 


The round table on “Summer Courses and Institutes,” 
conducted by Miss Maude McClaskie, instructor, Farrand 
Training School for Nurses (Harper Hospital), Detroit, 
Mich., brought out interesting discussion. Miss Elizabeth 
C. Burgess, Teachers’ College, Columbia University, New 
York, in discussing the value of summer courses, 
stated, “Nurses are lacking in appreciation of the need 
of further training and preparation for administration 
and teaching in schools of nursing. Teachers in other 
schools are obliged to increase their knowledge to obtain 
new positions and to retain their old positions.” 

She stated that last year 40,000 teachers in the United 
States went to summer school, that an increasing number 
of nurses are attending summer courses each year and 
that nurses should be encouraged to go to universities as 
near their homes as possible. She declared, “It is im- 
portant that directors of schools of nursing should be 
educators.” 

In discussing institutes, it was brought out that the 
following subjects could*be included: psychology, methods 
of teaching, parliamentary practice and organization. 
The problem of how to develop a woman who is willing 
to go ahead and give of herself was brought up. It was 
also emphasized that the institute offered an opportunity 
to visit other institutions and attend demonstrations and 
to become acquainted with wholesale dealers. 


Emphasis on Fundamental Sciences 


Miss Logan urged the need of more nurses securing 
a better grounding in the fundamental sciences, as well 
as in methods of teaching, if there are to be well pre- 
pared teachers in the schools of nursing, while Miss Sally 
Johnson, Boston, Mass., stated that institutes are being 
held in sixteen states this year and gave practical sug- 
gestions for organizing an institute. 
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A Hospital’s Word is Law 


Hospitals that are equipped with The John- 
son System of Temperature Control are the 
best evidence to turn to for the value of 
automatic temperature control. The serv- 
ices, conveniences, advantages and econo- 
mies these hospitals are enjoying, and 
which hospitals not Johnson equipped are 
seriously deprived of, testify to the urgency 
of installing The Johnson System of Tem- 
perature Control. For your reference, then, 
is published here a partial list of the hospi- 
tals that are Johnson equipped. 


Boston Lying-in Hospital, Boston, Mass. 

St. Elizabeth Hospital, Boston, Mass. 

Mercy Hospital, Pittsburgh, Pa. 

St. Luke’s Hospital, Chicago, IIl, 

Theda Clark Memorial Hospital, Neenah, Wis. 
The Ford Hospital, Detroit, Mich. 


Stanford University Hospital, 
San Francisco, Calif. 


University of California Hospital, 
San Francisco, Calif. 
Fabiola Hospital, Oakland, Calif. 


Northern Pacific Beneficial Association Hospi- 
tas, St. Paul, Minn. and Missoula, Mont. 


Tennessee Coal and Iron Employees Hospital, 
Fairfield, Alabama. 


Vassar Brothers Hospital, Poughkeepsie, N. Y. 
Christian Church Hospital, Kansas City, Mo. 
Finlay Hospital, Dubuque, Ia. 

St. Joseph Hospital, Mason City, Ia. 

General Hospital, Mt. Pleasant, Ia. 

Eastern Oklahoma Hospital, Venita, Oklahoma. 
Masonic Orphan Home, Fort Worth, Texas. 


JOHNSON SERVICE COMPANY 


Milwaukee, 


Wisconsin 


AUTOMATIC TEMPERATURE CONTROL SINCE 1885 
TWENTY-NINE BRANCHES UNITED STATES AND CANADA 
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FIRE-PROOF 


Every hospital should 
have the best possible pro- 
tection against fire and dirt. 
Waste paper, allowed to ac- 
cumulate in loose state, is 
both dangerous and unsan- 
itary. 

The proper way to handle 
the waste is to store it in 
this fire-proof baler where 
it is absolutely safe and can 
be easily pressed into com- 
pact bales, the sale of which 
will return exceptionally 
good interest on the invest- 
ment. 

The balers are made in 
sizes suitable for the large 
or small hospital and we 
will be glad to send litera- 
ture and prices. 


WHIZ VEGETABLE SLICERS 


Will cut uniform slices at the rate of 500 to 1000 
per minute. They cut the kitchen costs. Send for lit- 
erature and prices. 


Lp Mayoracrorine 


INCORPORATED 


BATTLE CREEK, MICH. U.S.A. 


Battle Creek, Mich. 











21 Carlyle St. 











Why Your Pharmacy Needs 


i orcas CHWARTZ 
. ECTIONAL 


os ee YSTEM 














Because it 

instantly 
locates any drug 
or medicine pre- 
scribed. 


Because it 

will put your 
pharmacy stock 
in small space. 


3 Because your drug stock will be kept in 
ideal condition. 


4 Because it will prevent duplication of 
stock.., 





The Schwartz System is the recognized standard 
because it is thoroughly practical. 


WRITE FOR BOOKLET “H” SHOWING 
ILLUSTRATIONS AND PRICES 


SCHWARTZ SECTIONAL SYSTEM 
Indianapolis, Indiana 


Jones Bros. & Co., Ltd., Licensed Canadian Mfgs., Toronto, Ont. 
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During the business meetings excellent reports were 
submitted by various committees, indicating in detail the 
breadth of the work in which the league is engaged. 

At the open meeting, conducted by the advisory council, 
nineteen state leagues of nursing education presented 
reports of work covered during the past year. Each state 
organization is trying not only to solve its particular 
problems in promoting higher standards of nursing edu- 
cation in the state but is contributing to the national 
program. 

The demonstrations in nursing procedures which were 
given Wednesday, Thursday and Friday mornings at the 
Minneapolis General Hospital were greatly appreciated 
by the many nurses who attended. 

The spirit of the convention, the stimulation and en- 
thusiasm which comes from such great group meetings, 
and the help derived from the smaller conferences in 
which an opportunity is afforded to discuss many prob- 
lems with others engaged in similar fields in different 
parts of the country, were features which made the ses- 
sions successful and beneficial. Adequate preparation for 
service seemed to be the dominant note of the convention. 
In almost every session emphasis was placed upon the 
need for a keen analysis of the preparation of the student 
nurse, in order that she may be more adequately prepared 
to meet the demands of the community. 


Goal of Nursing Education 


“In attempting to reach the goal of nursing education, 
our ethical ideal,” stated Miss Logan, in her opening ad- 
dress, “is to insure the best service which, with knowledge 
and skill in our field, we may render throughout the whole 
cross section of social need.” 

Many of the nurses who aitended the convention ac- 
cepted the invitation to visit the Mayo Clinic and the 
hospitals of Rochester, where special arrangements were 
made for them to observe institutional work. 

The officers of the National League of Nursing Educa- 
tion elected for the year 1925-1926 are: president, Carrie 
M. Hall, R.N., Peter Bent Brigham Hospital, Boston, 
Mass.; first vice-president, Mary M. Pickering, R.N., Uni- 
versity of California School of Nursing, San Francisco, 
Calif.; second vice-president, Marion L. Vannier, R.N., 
director, school of nursing, University of Minnesota; sec- 
retary, Ada Belle McCleery, R.N., superintendent, Evan- 
ston Hospital, Evanston, Ill.; treasurer, Marion Rottman, 
R.N., Mt. Sinai Hospital, Milwaukee, Wis.; directors, 
Laura R. Logan, R.N., dean, Illinois Training School for 
Nurses, Chicago, IIl.; M. Helena McMillan, R.N., Presby- 
terian Hospital, Chicago, IIll.; Isabel M. Stewart, R.N., 
Teachers’ College, Columbia University, New York, N. Y.; 
and Helen Wood, R.N., superintendent of nurses, Strong 
Memorial Hospital, Rochester, N. Y. 





AMERICAN MEDICAL ASSOCIATION HOLDS 
SEVENTY-SIXTH ANNUAL SESSION 


Nearly five thousand physicians were registered at the 
seventy-sixth annual session of the American Medical 
Association which was held at Atlantic City, N. J., May 
25-29, 1925. Special features of the five day meeting 
were scientific, technical and special exhibits on the Steel 
Pier and motion pictures never before showr, which in- 
cluded a demonstration of the use of the must modern 
telephone picture and public address devices for conveying 
electrocardiographic and stethographic pictures and heart 
sounds. 

Dr. Arthur Dean Bevan, Chicago, IIl., chairman of the 
council on medical education and hospitals, stated in his 
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HyGiENI¢MApE 


SURGICA 









tests will prove it more so than most gauze. It is pure 

white; careful bleaching removes all discolorations and 
foreign matter. It has maximum strength; repeated washing 
removes all harmful chemicals which weaken gauze. It is full 
weight. It is firmly and evenly woven without broken threads 
and loose ends. It is full width; careful drying prevents shrink- 
age and assures you full value. And it is uniform in all these 
qualities; every roll is exactly as perfect as every other roll. 


J ‘vests will prove. GAUZE is highly absorbent; your own 


Made in all standard counts from 20/12 to 44/40 Put up in hos- 
pital packages containing 100 yards, 36 in. wide, either folded to 
18 in. wide in an oval-roll, or full 36 in. wide in a flat accordion 
fold. sated 





Hygienic Service accompanies Hygienic-Made Prod- 
ucts and adds to the satisfaction which attends their 
use. Prompt, unfailing deliveries in accordance with 
your requirements are the rule in our mill and at dis- 
tric stock-rooms. 


HYGIENIC FIBRE COMPANY 


*NCORPORATED 


Manufacturers of Absorbent Gauze and Cotton Products 


Executive Sales Offices: 227 Fulton Street, New York 
Mills at Versailles, Conn. 


District Sales Offices and Stockrooms: 


Philadelphia Atlanta San Francisco Chicago 
112 S. 16th St. 65 Forest Ave. 760 Mission St 511 Wrigley Bidg 
Worcester, Mass., 11 Norwich St Denver, 1269 Curtis St. 
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May We Send Samples? 
We will be glad to send samples to any hospital official or 


staff member. Your request to our New York office will receive 
immediate attention. 
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Absolutely Dependable 


Surgeons’ Gowns—Operating Suits—Interns’ 


Suits that are made of tested material 
correctly designed and fully 
and correctly sized. 


Write for Illustrations and Prices 


MANHATTAN COAT FACTORY, Inc. 


3223 N. Halsted St., 


CHICAGO, ILLS. 
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report that hospitals had increased in number from 2,411 
in 1906 to 7,370 in 1915, most of the increase being in 
institutions having from ten to twenty-five beds. The 
total bed capacity has grown from 217,658 in 1906 to 
813,926 in 1925. In five years counties without hospital 
service have decreased from fifty-six to forty-five per 
cent, 328 counties having been provided with hospitals in 
this time. 

The report continued that the demand for interns during 
the past year seemed to have been fairly well supplied. 
Only twenty-one per cent of the hospitals in the United 
States are making use of 7,836 interns and resident physi- 
cians. However, this twenty-one per cent has 435,209 beds 
or fifty-three per cent of the country’s total bed supply. 

There has been a decided and rapid increase in the 
number of open-staff hospitals recently so that the serv- 
ices of hospitals are being made increasingly available 
to all reputable physicians. Since 1920, of the new hos- 
pitals opened, eighty-three per cent have been open-staff 
institutions. During recent conferences on hospital serv- 
ice particular stress has been laid on the educational 
function of hospitals. Besides the usual function of pro- 
viding instruction for nurses, interns and occasional 
medical students, attention has been directed also to the 
hospital’s possibilities for the further training of its 
staff and of other physicians by medical meetings, con- 
ferences and special clinics. The hospitals have also 
done much toward the education of the public through 
the patients who come to the hospital and through their 
staffs, visiting nurses and social service workers. 

The greater number of hospitals in small communities 
has helped to keep rural districts in touch with modern 
cevelopments and improvements in the diagnosis, treat- 
ment and prevention of diseases and has brought the 
benefits of modern medical practice within the reach of a 
greater proportion of the public. 


Community Hospitals Offer Group Education 


That the increase in the number of hospitals in small 
communities was gratifying was the opinion of the refer- 
ence committee on medical education. The committee 
felt that such hospitals provided an inducement to the 
graduate to go to the place where he is needed, and of- 
fered the opportunity for group education. The local 
hospitals also furnish an opportunity for the attainment 
of special proficiency that leads to the development of 
the specialist grounded on the broad experience of gen- 
eral practice. 

The problem of nurse education which is an acute one 
was also dealt with by the reference committee and is 
far from solution. The present course of nurse education 
does not provide nurses willing to do the ordinarily ac- 
cepted duties and accept the ordinarily accepted respon- 
sibilities of nursing the sick. It was suggested that the 
plan of a joint committee of nine members from the 
nursing profession and three members from the medical 
profession might develop a solution, but this would take 
a great amount of time. Another possible solution for 
small communities is the establishment of numerous 
small hospitals with their associated training schools for 
nurses. 

The election of Dr. Wendell Christopher Phillips as 
president-elect of the American Medical Association 
comes as a recognition of seven years of exceptional 
service as a trustee. During part of this time Dr. Phil- 
lips was chairman of the board and served as a member 
of the executive committee. He also was a member of 
the house of delegates of the association for six years 
from 1912-1917. 


